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EXECUTIVE SUMMARY -

The purpose of this evaluation was to review the Urban Health Delivery Syatems
Project (UHDP) in terms of its impact on achieving its stated purpoge, aad to

determine whether or not resources availahle to the project were being used to
its maximum benefit.

The UHDP wag designed "to make the ex.sting urban hcalth care delivery systems
morae accessible and effective 3o that it better supports efforts at health
improveme.t in the project area, and could form the basis for Cairo-wide ard
other urban area replications." Its major thrust is "to upgrade and modify
the existing maternal and child health and family planning delivery system."

To accomplish this purpose, AID is providing the Government of Egypt $37.3
million through November 1986 for this $117 8 million p-oject (with the
remainder provided by the GOE). The AID funding suppor.s: (i) technical
assistance (ii) architectural and engincering services; (iii) renovation and
construction of facilities; (iv) commodity inputs; (v) participant and
in-country training; and (vi) other costs such as feasibility studies and
innovative interventions (e.g. support to Health Insurance Organization
activities). The project activities are directed to a target gfoup of
approximately 2,500,00C women and children in five zones in Caivo and in the
four zones of Aleiandria. -

* Construction, or renovation and equipping of facilities have clearly been thu
main focus of the project thus far botn in termgs of resource allocation ,.ver
70% of AID's input to the project) and actual implementation emphasis.
lowever, the Project also has other components that potentially could M2 more
important in terms of health benefitgs.

It appcars that with a few recommended changeo, the construction anu
renovation of Maternal and Child Health Centers, General Urban Health Centers,
and the Canter for Social and Preventive ledicine, will be comploted by the
and of the Project. Those project components which would have beern likaly to
have had significant effects on services and their accaptance have becen
allowed to lag behind, while the project focused on construction and
renovation efforts. It now scems unlikely that many of the centers will ba
providing sianificantly incrcased volume or improved quality of services to
the target population, or that there will be improvements in the typesg,

. quantities, quality and public acceptance of maternal and child health
services provided by the MOHl. Furthermore, the pronent organizational and
administrative location of the Cairo portion of the project within the MOH
goenms unlikely to lead to any MOH institutionalization of capability to carry
out additional efforts of this type. A more appropriate location for such an
organization would be under the direct control of the Governorate
Undarsecretary for Health. This {3 now boing tested in Alexandrla with
seemingly good results.

Nevertheless,. it ahould be emphasized that the project can still largely
succoed in delivering certain of its intended outputa. Over 70N of projact
expenditures are related to construction, renovation and equipment. Theooe
have a high probability of being deliverod by the projact completion date if
evaluation recommendations are accepted.
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The Evaluation Team recommends that USAID assistance to the project continue.
The facilities constructed will constitute a visable sign of USAID's attempts
to help Egypt in the health gector. There is also still some chance that
service improvement components of the project might lcad to changes in health
gserviced (even if only within the facilities involved in the project) and
possibly to improved health for some users of those services.

Specific additional recommendations made by tho evaluation team relate
primarily to: (i) rcorganization of the project (e.g., the project should be
managed ag several related but relatively independent subprojects; the
project's central office should be recorganized); (ii) reemphasis of certain
project prinrities (e.g., strengthening of the service improvement aspects of
the project); (iii) and innovative approaches to overcome insufficient
operating budgets available for facilities (e.g., the institution of "Economic
Clinics" within the project).
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l. Introduction

The Scope of Work (Annex A) for this Special Evaluation of the Urban
Health Delivery Systems Project (UHDP) called for the Evaluation Team to:

“...review the project in terms of its impact on achieving its atated
purpode 'to make the existing urban health care system more
accessible and effective'; and to determine whether or not rasources
available to the project are being used to the maximum benefit of the
project. The tecam will also consider changes in the project design
and in the implementation schaedule contained in the Project Paper .
which would clcarly improve implementation of the project through {ts
completion date (November 1986)." '

This is the firast major vvternal evaluation of the Urban Health Delivery
System Projec: (UHDP), a $117.8 million ($37.3 from AID with rewmainder
coming from the GOE) "demonstration" project authorized in Novemher of
1978. AID asgssiastance under the project is scheduled to end in Hovember of
1986. An internal review of the project, that scrved as a starting point
for this evaluation, was carried out in May 1982 by the Project's central
office (MOli) svaff and by staff from the technical assistance contractor
(Westinghouse). :

The prosent potential of the UHDP can bhe sumrarized as follows:

= The construction, renovation and equipment ‘components of the UHDP are
-1ikealy to be conmpleted hy the end of the prcject, in spite of delays,
if the Evaluation Team's recommendations are followed. The main
problems of concern now relate to the possibility that construction and
ranovation activities may have brokan MOH leases for soma of the
proporties.

= Sarvice improvemant agpects of the UHDP have been neglected, relative to
tho staff's efforts to initiate and manage construction and renovation

= Given the Project's complicated and ambitioun design and the courae of
its implementation thus far, it appeara unlixkely that the Project will
ma'ie any major contributionas to the goal of improving health astatus
even in the target populations. It also appears unlikely that it will
improve the types, quantities, quality and public acceptance of MOH
gervices provided by the MOH, even in the new or renovatoed facilities
which will have congumed most of the Project's resources.

= Naevertheless, tho Evaluation Team recommends that AID againtance
to the Urban Health Delivery Syatems Projoct should continue, primarily
becausoe the facilities conatructed and renovated may bhecome onae of the
few visable aigns of AID's attempts to help Egypt in thao health sactor.
Continuation is algo recommended because there ia ntill gome chance that
othor parts of the project might lead to changes In health gsorvices
(evon if only within the facilities involved in the Project) and
posslbly even to improved health for somo users of thoge aorvices.

,’b
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2, Summary Description aof Projoct as Designad and Formally Amended

The goal‘ot the Urban Health Delivery Syatem Project (AID Grant
263-0065) is “to improve the general health of the Egyptian people.”
The purpoge of the projuct is “to make the existing urban health
care delivery system more acceasible and effective 3o that it better
supports elforts at health improvement in the project area and could
form tle basis for Cairo-wide and other urban area replications.”
The strateqy of tha project is "to modify the current marginally
functioning health delivery system and to improve tho delivery of
health, nutrition and family planning services to low-inconme
families in the projec: arca.”

The UHDP was "planned as a demonstration effort [originally limited
to thrae health zones of the Cairo Governorate] designed to make the
urban hoalth syatem more accessible and effectiva.” 1Its stated
“mijor thrust (was] to upgrade and modify the existinc maternal
child health and family plaaning delivery system.™ The project set
out "to correct the major problems {n the current delivery system.”
These prohrlems were identified as:

“-  Pragmentation of services {as .nuny as six hcalth gervice
delivery systems are reprusented in some areas).

- Porr distribution of personncl resources.
- Poorly maintained and deteriorateu phyaical facilities.

- Low public acceptance and utilization of peripheral health care
unito.

- Poor control and management of the syaten.

= Lack of notivation #nd skills on the part of health paroonnel
and lack of practical experivence available to them within the
madical education ayatem.

- Inadequite outreach of health services from clinica.”

The project intendod "to correct the major problems {n the current
delivery oystem"™ by:

® = Devoloping within the NMOH the capability to perform on a
continuing banis, asasssmants of the hoalth sector donigned to
provids the data and {nformation required to plan, implement
and evaluata dolivery of health aorvices which are morae
relavant to tha noada of conaumars.

= Establishing and teating of a pyramidal ayntem of hmalth
dolivory and referral that will involve local Maternal Child
Health Clinica (MCH'a), Ganural Urhan Health Centars (GUHC's)
and a specialty padiatric hoapital.

A\
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- Establishing within Cairo University Pediatric Hospital a
Canter for Social and Preventive Medicine in order to bring
together the medical teaching and service delivery functions of
the university with the health delivery responsibility of the
Miniatry of Health.

= Training and aducating health service providers in order to
upgrade the gervices they deliver. °

= Developing community participation, motivation and health
services outreach.

- Other activities, such as conduéting feasibility studies and
introducing low-cost innovations to improve the delivery of
health services.™

To accomplish the above, AID provided $ 25.272 million in a grant

agreement signed November 1978 to fund: (i) technical assistance,

(1i) architectural and nngineering services, (iii) renovation and

construction of facilities, (iv) commodity inputs, (v) participant
and in-country training, and (vi) other costs such as feasibility

studies, innovative interventiona and IEC activities.

The project grani ~agroament was subgsequently amended in September
1979 to add two additional zones of the Cairo.Governorate for the
purpose of renovating and equipping of MCH centers, with no add-tion
to funding The project grant agreement wag then amended a second
time in August 1981, adding $12.0 million, bringing the total
project budget to $37.253 million, and extending the completion date
to November 1986. The additional funds were allocated to finance
estimated cost increases in the original project as amended in 197¢
and to finance expansion of project activities to Alexandria and the
addition of a new project component for innovative activities (to
support the project purpose, but not necegsarily within the formal
MOH system). Project activities in Alexandria were limited to the
egtablighment of a small project office, renovation and equipying of
MCH centers in the metropolitan area, and a small amuunt of
technical assgistance and training. Of the innovative activities
budget of $2.5 million, $1.5 million was "expocted" to be requested
(and later was) Ly the Health Insurance Jrganization (HIO) in
Alexandria to agtablish a computerized information syastam. A
sumnary of the geveral related, but relatively independent, parts of
the Project are shown in Figure 1.

Thus, while the goal and purpose of the UHDDP remained unchanged,
project geographical coverage expanded considerably under the two
amendnments, increasning from thrae health zones to fivo zonas in
Cairo plus the four zones in Alerandria. The axpanaion of the
project was not uniform in terma of original desmign, boing limited
solely in Cairo and primarily in Alexandria to renovating and
equipping MCH centers. However, nominal (unplanned) proviasions were
made in the grunt agreement to relicate in these added zones

instructional materials, training and protocols that test out
satisfactorily in the original project arasa. lf;r
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The composition of the major components of the project as currently
antended, cansists of: (i) renovation (22 MCH centers and one pilot
GUHC center in Cairo plus ll MCH centers in 7 lexandria), (ii)
construction (8 GUHC's, and 1 CSPM, all in Cairo), (iii) commodities
and equipment (for all of the above construction and renovation but
largely for the 8 GUHC's, the CSPM and the HIO information system
included under innovative activities), (iv) training (in country and
out of country), (v) technical assistance (U.S. and Egyptian,
primarily in support of the development, testing, implementation and
institutionalization of envisicned health service improvements and
interventions), and (vi) innovative activities (to support
improvements in the urban delivery system as a whole, including
entities outside the formal MOH system such as the HIO).
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PIGURE 1

STRUCTURE OF PROJZECT ACTIVITIES AND BUDGET *

{Millions)
CAIRO MOH ALEX MOH ALEX HIO
. é . ! H 2
ASE ! A&E - ) 2.0) ) ! ! AsE 2 8 !
Construction 1 8 GUHC 4.4) 11.6) s ! L
! 1 CSPM 5.2) ) 14.8 ¢ ! LI
H : ) L L
Renovation d 22 MCH ) ) $ ! 11 MCH 1.7 ¢ ¢
! 1 Pilot Clinic ) 3.2 ) ! 1 s 3
H 2 2 : !
Equipnment ! For Facilities 6.8 ! ! For Facilities .9 & 2
. : 2.6 ¢ 2 2.8 ! ! Computer:
: (58-1‘): : (705‘): :-...000.-0.0...00-....
. 1 ’
:
: T.A. 5.6 ! ¢! T.A. «2 ! ! Computer
Service { Training 1.1 2 ! Training +1 2 ! Software + T.A.:
Improvement : 0.7 !¢ «3 2 ¢ .
3 (18.08)¢ ¢ (0.8%): @
TOTAL ' 28.3 3.1 1.5
{76.1%) (8.3%) { 4.0%)
Currently programmed above 32.9 (88.5%) ~
Contingencies 3.3 ( 8.6%).
Innovative activities 1.0 ( 2.7%)

*  AID contributions oﬂly.



3. Project Dishursement History

Figqure 2 on page 7, displays the record of UHDP disbursements and
accruals to September 30, 1982.

Delays in implementing the renovation, construction and

equipment components of the project have resulted in an overall low
percentage of project disbursements against that planned. This is
particularly true with new construction and equipment procurement
which must be closely coordinated with the design work for the CSPM
and GUHC's. Since initial A&E contract problems with DMJM/Kidde have
now been overcome, it is expected that the most of these funds will be
disbursed over the next 24-36 months. Renovation of the Cairo MCH
centers has been delayed for a variety of reacons as documented in
Annex D. The relative ‘disbursement record for renovations should
improve if Evaluation Team recommendations are followed.

The Alexandria UHDP activity also shows a very low percentage of
disburgement This is because implementation of the renovation work
was delayed by the decision of AID and the Project Director to‘open‘
conpetition to all US and Egyptian firms. . Actual renovation contracta
should be finalized by 9/83. Expenditures for this activity thus far
have been in support of local training and Lihe Alexandria project
office. Considered alone, those two components ara on schedule.

The HIO (an "innovative activity") to date has been unable to draft a
Request for Technical Proposal (RFTP) for c.co<hnical asgistance and
computer equipment that is acceptable to AID. Therefore, no funds
have been disbursed for that activity. The RFTP, however, should be
finalized by February 1983.

No disbursements have been made for other "innovative activities" due
to the lack of proposals. The avaluaticn team has identified two
possible activities (support to ECTOR and Alexandria MOH service
improvements) that might be funded from this budge: line item. It
should be noted that no “advertisement" of the availablity of this
money has been made, nor is it recommended for the futurc. This
special budget line item is discusgsed in more detuil in other parts of
this report. *
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FIGUPE &

DISBURSEMENT HISTORY OF UHDP
To September 30, 1982

4,832

($000)
Disbursements/ % LOP
Accruals to Disbursed/
September 30 - LOP Accrued to
Actual Planned ° A/PS Budget 30SEPB2
Technical Assistance
Westinghouse Contract 1,574 1,700 93% 3,562 445
Budget Support tn Project Office * 473 477 99% 1,500 32%
Renovation of MCH/Pilot Centers
Alemara A&E ) . 140 157 89% 157 gag
Egyptian Const.Firms 1,000, 2,500 40% 3,023 33%
New Construction
GUHC's (DUIM/Kidd>) 624 3,293 19% 5,493 11%
CSPM (DMJi, Kidde) 100 3,500 3% 6,300 2%
Equipment & Vehicles 167 4,250 4% . 6,797 2%
Training 409 490 83% 1,155 35%
. Health Sector Assessment
ECTOR 317 327 97% 327 97%
Alexandria UHDSP 28 2,775 1% 3,140 1%
HIO 0 1,500 0% 1,500 0%
Other "innovative activities" 0 1,000 0% 1,000 - 0%
TOTAL 21,969 22% . 33,954@ 14%

* Includes funds for Egvptian Consultants, local treaining, pilot center (other than
renovation), office support and health education activities.

@ Does not include contingencies which make AID's total LOP funding $37.253

million.
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4. Impleméntation Progress and Obstacles Encountered

4.1 Projéct Organization and Management

4.1.1 Project Organization

The UHDP has been organized basically within the framework foreseen in
the Project Paper and related documents. However, the project's

- organizational structure has lent itself to the implementation of a
centralized pattern of administration (common to GOE Ministries) within
the UHDP central office. That pattern has gome unfortunate effects upon
the project, as described below under “project managenent”.

There are two organizations responsible for the management of this
project on the GOE gide. The first ig the Project Executive Board
chaired by the First Uundersecretary of the MOH. The Board membership
congists of representatives from the Cairo Governorate, Alexandria
Governorate (recently added), the HIO, Cairo University Faculty of
Medicine, Ministry of Sccial Affairs and resident (non-MOH)
representatives from three of the five Zones in Cairo. The Board is
charged with the respongibility for establishing p-~licy, coordinating
activities between agencies and overall management of the

Project.

The second organizational structure is the UHDP Project Office
responsible for the day-ton-day manacement of the Project. The Project
Office is lieaded by an Executive Project Director who is also the
Executive Sccretary for t-s Executive Board. Organizational units
supporting the project, and for which the Executive Project Direcior is
responsible, include Organization and Management, Research and
Development, Training, Health Education and Social Work, Statistics and
Evaluation, and Administration and Finance. Other support to the
Executive Director is provided by Egyptian and expatriate contractors and
consultants in sucn specialtics as public health, health planning,
training, construction, equipnent procurement, finance, law and public
relations. The General Directors of the Health Zones involved in the
project (with the exception of Alexanriria) are designated as Assistant
Executive Project Directors, but have no direct command link with the
project. :

The Project Office and the Executive Board are considered to be
tenporary. These organizations are not meant to be the implementors of
the project, but are meant to be the planners and advisors to the
existing MOH gtaff who are intended to carry out the project at the
Governorate and Zona levels. Each of the Health Zones has designated a

. menber of thair staff to be regponsible, on a reqular basis, for project
activities in their respective Zones. Coordination is affacted through
regular joint meetings between Project and Zone staff (at least monthly).
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The Project Office in Alexandria consists of a Project Director and
individuals to handle interventions, training, procurement, accounting
and secretarial support. Unlike Cairo, the Project Director is under the
control of the Undersecretary of State for Health (who.1s an Executive
Board member) rathewr then being under the direct control of the Executive
Board. Like Cairo, however, the Alexandria Project Office is also
congidered to be temporary (i.e. for the life of the Project). Part-tima
consultants and contractors are also available to the Project Director as
needed.

As mentioned, both Cairo and Alexandria are making use of contractors to

" provide advice and assistance in furtherance of project. activities. In
Cairo the Executive Project Director has contracts (host country type)
with Westinghouse Health Systemg (technical assistance and equipment
procurenent), ECTCR {Cairo health assessment study), Alemara (for A&E and
supervision ot MCH centers' renovation, and renovation of the Tora Pilot
GUHC), DMJM/KIDDE (for A&E and supervisgsion of the CSPM and GUHC's) and
four construction contractors (for MCH center renovations). In
Alexandria the Project Director has contracted for the services bf one,
part-time American advisor (Robert Emery! who is providing general
technical assistance to the Director. In all cases, contractors are
under the direct control of either the Executive Project Director for
Cairo, or the Project Director for Alexandria. '

The special evaluation team feels that “hoe project has components which
neel to be considered as major entities, but which are not given adequate
emphasis within +4e¢ present organizational structure of the project. For
example, the Alexandiia UHDP activities are said to have a high degree of
independance vet incentive paymants must be individually approved by the
UHDP I'roject Executive Director in Cairo. Placing service improvement
activities and construction, renovation, and cquipment under the
respongibility of thé same person within a centralized structure
virtually quarantees inadequate attention to service improvement, aivun
the MCH's enthusiasm for buildinga.

In both Cairo and Alexandria, the organization charts for the project are
somewhut misleading, because some of the staff members who appear on them
are seldon at work on the projects. This i» due mainly to the fact that
they also hold other full-time jobs in the Government. ‘

By not supplying active MOH counterparts in the Urban Health Sector
Assessment which ECTOR carried out under the project, the MOH lost an
opportunity to greatly increase the skills of some of its own personnel
in data gathering, analysis, interpretation, and use in planning and
decision making.



Renovation efforts under the Cairo UHDP (See USAID Engineer's rcport,
Annex D) appear to have suffored delays due to conflicts between two
parties involved in an adversary relationship which is partly
attributable to overlapping scopes of work and conflicting roles.

The organizational ard administrative location of the pfoject within the
MOH seems unlikely to lead to any MOH institutionalization of capability
to carry out project activities. The special project office, operated by
staff on secondment from other MOH units and paid high galary supplewnents
in their project roles, is most unlikely to outlast'AID support of the
UHDP. ‘

Capabilities present or being developed within the project's central
office staff gseem unlikely to be transmitted to Zona and Governorate
level counterparts, because counterpart relations have not been
aeffectively cstablished on a regular working basis. The dichotomy
between planning (special project staff) and implementation {regular MOH
Governorate, 2Zone and clinic director hierarchy) threatens both present
implementation of health service related activities and any
institutionalization of planning capabilities in the Governurate or Zone
gtaff. At the same time, it appears that thuy far most ULDP activities
are carried ouct by-the central office staff, with regular MOH staff
participation consisting primarily of attending meetings.

4.1.2 Project Management

Mana,crment of the UHDP is made difficult by problems of the Egyptian
administrative environnent and particularly of{ the GOE. The highly
centralized administration of the project office aud the lack of
effcctive delaaation of authority and responsibility hamper progress in
the project. This i3 aespecially true for progress in areas which do not
rank hign in the personal interests of the project's directors.
Overcontrol »f decision making causesa sluggish performance by project
office units and undercuts authority which unit directors might otherwisge
exercise.

By a reportedly unique ministorial decree, the UHDP Executive Director
was giv:n funds to ugr at her ciscrction to provide incentive payments to
persons working for the projcct and for othe_. whooe cooperation or work
could advance the project. Tne decrece ig said to catallish ranges for
monthly incentives ir term: of base MOH salaries: 50 to 100% of basge
galary for part~time UHDP work, and 100 to 150% for full time UHDP work.
Additional incentive payruents may also be made, to project personnel and
others, apparently with no upper limit within the overall incentive
budgat. Monthly "incentive" paymants appear to ba made to casentially
all project staff membuers, easentially as salary supplements granted for
joining the UHDP staff and with little attention to performanca. This
vitiates the usefulness of incentive payments as mecansg of promoting and
rewarding good performance.
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Certain MOH staff at the Zone offices also receive ragular incentive
payments. Speclal incentive pavwments are made to various persons
involved in the project or in positions to make decisions with regard to
it.

In addition to monetary incentives, training and observational travel can
function as rewards for good work. Unfortunately, a disproportionate
number of observational trips have been taken by senior MOH officials.

Relatively few incentives are available to non-project MOH personnei who
should actually implement the service changes to be c¢ffected under the
UHDP. This problem has not been dealt with by the project and is likely
to eventually have severe impact on project implementation of health
service related activities.

Little has been done within the UHDP in the way of development and
application of basic project management tocls. No means of readily
tracking work progress are available, although they are clearly needed in
such a complex projact. Coordination among the various units of the UHDP
office in Cairo seems to be weak. Rational sequencing of work secms
lacking. Serious service improvement efforts tend to be delayed until
facility renovatiens are complete. Procurement of equipment has lagged
go far behind rcenovations that some facilities will have to open with
only partial equipment. For GUHC's, even offshore procurement .requiring
very long lead times will apparently not begin until all equipment for
MCH's has becn obtained, and CSPM equipment will .ot be urdered until the
GUHC cquipment has been procured

4.2 Cairo MOH Activities and Inputs

4.2.1 Cairo MOH Construction/Renovation/Epuipmaert

Funds a.e provided in the Projact for the construction of 8 General Urban
Health Centers. These GUHC's are second level herlth care facilitigs
generally providing all the functions of health burecaus (public health,
school hoalth, etc.), MCH centers and curative care at the general
practice physician level. Supportivc scrvices (e.q. laboratory support)
are also provided in the GUHC's. Fach center ia meant to serve a
population of apgroximately 150,000 persons.

Each 1400 square meter GUHC is expacted to cost $687,000 including the
requircd design and construction supervision work. At tha present time,
the A&E contractor (DMJM/KIDDE) is preparing final drawings and
specifications for the buildings from prueliminary drawings prepared
earlier in the yecar. Current projections are for these plans to be
finialized in late Spring 1983, with actual construction to start in the
Fall. Completion time will ba 12-18 months after start of construction.

.}'b



The Tora Pilot GUIC is presently being renovated (at a cost of $43,000)
and is scheduled to begin full operation in November 1982. Funds were
provided for this work so that project staff could have with a "testing"
facility for service improvement efforts while construction efforts were
underway -on the other GUHC's.

The GUHC construction component of the project is approximatelv 12 months
behind schedule. Most of the delay is related to problems in the early
stages wi‘h the A&E contractor who submitted preliminary plans and
gpecific: ions for the GUHC's which were not within the space size (1400
square meters) and budget set by the Project. Extensive redesign was
required as a result. This was made particularily difficult since the
architect's duty post was in the United States (subsequently corrected).

Construction, at an estimated cost of $6.3 million (including A&E), of
tho multi-purpose Center for Soclal and Preventive Medicine (6 floors
with about 7270 square meters of floor space) is also about 12 months
behind schedule. The ASE firm, again DMJM/KIDDE, is presently preparing
the preliminary report for the construction whicn should be finalized in
December 1982. Actual construction work is scheduled to begin in Auqust
1983 and end approximately 18-24 months later (i.e., between March and
September 1985).

The statvs of renovation work for the 22 Maternal Thild Health centers is
wall covered in the report prepared by the USAID engineer who
participaoted in this evaluation (Annex D). Four of the c2nters should be
reopened in Ncvembeyr 1982. However, it is difficult to prediut at this
time when tne work at the other 18 centrvs will be conpleted since it
appears that sc.ae of the construction contracts will have to be amended
to take into consideration the ffndings of the USAID engineer. Until
this is done, and contrac.s renegotiated, accurate estimates of
completion dates can not be made.

The majority of the $6.8 million set-aside for commodities in the Project
will ba used to purchase equipment for the GUHC's and the CSPM. Funds
will also be used to purchase equipment for the MCH's; however, it is
anticipated that most of the equipment needed for these facilities will
be available on the Egyptian market. Unfortunately, planning fcr the
equipment pvichases has been left almost entirely in the hands of an
expatriate contract advisor who up to this time has had no counterpart
with whom to work. He has also been hampered by not having final
drawings and sgpecifications for the facilities conatruction which are
required to plan equipment needs. The Executive Project Director
informed the team that a counterpart committce was being formed by the
MOH to work with the expatriate advisor. She expects that a decree
establishing this working group will be signed within the next 30-45
days. Unfortunately, it now appears that some of the MCH centers will be
reopening some without the required equipment and supplies on hand.
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A long outstanding issue concerning project commodities relhtes to a March
1981 Auditor Ceneral Audit Report covering the Project. The AG felt some of
the vehicles (12) purchased by the Project were not needed based on the usage
that they obser/cd at the time. They also felt that the vehicle being used
by the First Undersecretary of Health (also Chaiman of the Project Executive
Board) -should be returned to the Project staff since it was not being used
exclusively for the Project. Both of these issues remained outstanding at
the time of the evaluation. An emd-use check was therefore made by the
Project Officer with the detemination that, based on usage, the 11 vehicles
assigned to the Project staff were, in fact, needed. An official request was
also made by the Mission Deputy Director to the First Undersecretary of
Health that he return the 1 vehicle to the Executive Pro ject Director, or
alternatively refund its cost to the Project. This last matter was still
pending at the time the Evaluation Report was finalizsd.

4.2,2. Cairo MOH Service Improvemént. Training, and Technical
Asgistance

The special evaluation team finmds that up to the time of this evaluation
there has been no noticeable improvement in health services as a result of
UHDP efforts. This is in part because the UHDP project team is waiting for
facility renovationa to be completed before attempting to improve services.
This appruach has cost the pruject valuable experience which it will ‘have
little time to regain unce the renovations .are complete. '

Project staff (ir~luding advisors aml cone:ltants) have developed a sat of
interventions which they feel will improve services and at the same time will.
be replicabie in MGH facilities. These interviations include improved oral
rehydration therepy, use of growth charts, bacterial sterilization, drug’
packazirg and outreach. The interventiono l:signed are intended to be usable
in both MCH Centers and GUHC's, but will first be tested at the Tora Pilot -
GUHC. ’

The GUHC at Tora (Helwan) was selected for the pilot effort because it needed
a nininum of renovation to bring it up to an acceptable level, had strong
community backing and had motivated staff who were willing to take on the
extra work necessary to test the interventions.

The intervention packages appear to be ready for testing, havirg been refined
with the assistance of expatriate advisors during the renovation period. -
However, more attention to the actual procedures for evaluating the
interventions appears to be needed. This question is now under study and
will be further pursued following the pilot center openirg in November 1982.

Training programs in Egypt were one of the first elements of the Project

to be initiated. To date, courses have been held for approximately 2,000
persons drawvn from all levels of the MOH and other organizations related to
the Project. Subjects covered have imcluded health planning, health service
research, manggement of health services, family planning, orientation to
urban health services, professional education for physicians and .others,
outreach, health educatior and housekeeping.

a8
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Nevertheless, according to results of the ECTOR Urban Health Sector
Assegsment, only 46 of the 356 MOH gtaff interviewed had received formal
training in the past 5 years from all sources. Only 91 of the staff were
currently involved in continuing education and only 27 of these were
receiving job-related training. This finding is difficult to reconcile
since extensive training has taken place under the project. Turnover of
personnel in MCH's and GUHC's may be a partial explanation of this
discrepancy.

The training carried out under the project has apparently been
cognitively oriented, not skills focused, and not especially targeted
toward specific job responsibilities. It has al3o not involved

on-the-job observations or followup testing to determine whether trainees
could later perform the tasks which their jobs require in the area of the
training they had received.

To date $409,000 has been speut on out-of-counury training for 1
long-term (over one year) and 65 short-term participants in skills
ranging from family planning to epidemiology. It appears that training
agsignments are'for the most part being made on the basis of need and
merit, especially for academic type training. The team was concerned,
however, that observation tours are being used almost exclusively by
senior project and proiect related staff. Further observation ;ours.
should be assigned primarily to mid-level officials within the requlac
implementation hierarchy on a non-repetitive basis. The responsibility
for preparing justification for orservation tours should rest with th»
Pro:ect Exerutive Diractor.

The prxncipal technical assistance contractor for the Project is
Westinghouse Health Systems (WHS). Currentiy, there are thrce persons
assigned to Egypt to support the Project Executive Director and her
~staff. These are a Public Health Physician, an Eguipment Specialist and
an Administrative Assistant. In addition to these long-term staff, WHS
also brings to Egypt various ghort~term congsultants as requested by tho
Executive Director to assist in planning aspects of the Project for which
outside expertise is deemed necesgsary. Reuvcnt expertise was provided in
health education, program plannning and evaluation, and university,
community programs. The present Chief of Party fo. the WHS contract
arrived /n Egypt in May of this year. The Evaluation Team was impressed
with his efforts thus far to push service improvements to the forefront
of project activities. He has the cooperation of Egyptian staff and
should be able to develop his ideas in a short period of time. The new
project implementation schedule that WHS is developihg for the Project,
as called for in their contract, will bhe ravised to take -these new deas
into account.

The project's Urban Health Sector Assessment effort was conducted under
UHDP contract by Egypt's Experimental Center for Training on Evaluation
of Social Programs (ECTOR). It was intended to foster data gathaering,
analysis and systems planning capability in the MOH (in addition to
providing information for use in improving MCH services in Cairo). While
ECTOR has developed tha necessary methodology, there is no evidence that

‘.}jp
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the MO! has institutionalized this capability. ULack of such capabilities
could effectively close-off the possibility of major improvements in MOH
urban services. Unless major changes are made in the present MOH's
information development and planning capability, improvements in health
sarvices probably will not occur. Project funds could be used (see
Section 4.4) to help ECTOR keep the capaoilities it has developed
available to the MOH and to other health sector agencies, and to help
ECTOR scientifically meet the felt information needs of selected health
sector decision makers. This may be the only available means of
stimulating the growth of demand for health planning information (as
opposed to donors' simply demanding that such information be gathered and
then paying for it). Such an investment of UHDP funds could have
benefits beyond the UHDP and beyond the MOH.

4.3 Alexandria MOH Activities and Inputs

Activities in Alexandria began in the last quarter of 198l. At present,
training is being conducted and programs are teing developed for
implementation in that location. One Egyptian consultant (also ‘connected
with the Caizo program) and one U.S. contractor are advising the Project
Directur in program planning and direction and are helping her to
coordinate activities with work in Cairo. The Evaluation Team strongly
feels that Alexandria should not be put in a position of having to wait
for results of Cairo testing before moving ahead with service improvement
activities of their own. If Alexandria feéels that other interventions
(beside those to be tested in Cairo) might be of more wvalue to them, they
should be cncouraged to move ahecad with them. For the short term, the
Project staff should begin planning activities for services that will be
performed by staff of the MCH centers that will soon be temporarily
closeu for renovation work. ’

Funds are provided In the Project for the renovation of 11 MCH centers in
Alexandria, along with the equipment necessary for upgrading the

centers. At the present time, the Project Staff is preparing to issue a
Request for Proposalils to obtain the services of an A&E firm for .the
desi¢n and supervision of this work. It is estimated that a contract
will be signed by Spring of 1983 with actual renovation work to start 6-8
months later. Prior to signing any renovation contracts, however,
Aloxandria will need to insure there are no legal barriers to the actual
renovation work, especially in the four leasad buildings.



4.4 Innovative Activities

Funds ($2.5 million) for innovative activities were set aside in
Amendment MNo. 2 of tha Project Paper "to support improvements in the
urban health delivery system as a whole, including centities outside the
formal MOH system, through the study, support and replication of
activities which have gshown promise for improving accessibility and
quality of services for the poor." One such innovative activity for
which funds have becn set~aside is support to the HIO for computor
hardware, software and related technical assistance ($1.5 million). The
team has identified two additional programs that appear to be appropriate
*innovative activities": support to the Alexandria UHDP for improving
health services and to ECTOR for health strategy formulation and planning
and for health services resecarch. .

4.5 Alexandris Health Ingsurance Organization Inputs and Activitieg

The HIO in Alexandria has been working for approximately four years to
plan a conputerized management information system for its internal
operations. Under Project Paper Amendment Ho. 2, $1.5 million was made
available to help-equip and develop that system. However, the HIO has
not yet completed tie descriptive documents needed 'for AID processing and
consideration. An RFTP is expected to be finalized by February 1983.

4.6 USAID Managemen’ and MMonitoring of the Project

AID currently monitors this project with a staff Project Officer. This
person is repounuible for all aspects of the Projact, from meeting AID's
fiscal reporting requirements to! constructlion/renovation monitoring. The
team Lcels that project raagement can be improved by cngaging the USAID
Ingincering staff in an active role in the construction/renovatic..
agpects of the Project. This will allow the Project Officor to dovotn
more timo and expertise to those activiticas »f the Project for which
trained.

(‘}%
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5. Critical Raview of UHD Background, Design and Issues

5.1 Critical Review of UHDP Background and Design

A significant portinn of the implementation "difficulties" discussed
in the preceding sections have their origins in, and can best be
understood in termg of, the failings and defects of the UHDP project
design process. Although the advantage of hindsight must be
acknowledged from the outset, it does not negate our conclusion that
the UHDP project design wag much too complicated, overly ambitious,
unrealistic, and inappropriate. It is not surprising, in retrospect
that unnecegsary (design-inspired) "implementation" problems have
arisen and that the project is unlikely to achieve either its purpose
or its goal. This section will attempt to provida perspective on the
project design process by examining some of the rcasons underlying
the above conclusion.

The UHDP was conceptualized in the early years (1976/7) of the
present AID program in Egypt. The project's design represented a
compromise between AID's desire to engaqge in the urban health sector
tbut with a primary htalth care-MCH emphasis), and the MOl!'s desire
to construct and cquip new tertiary facilities («.g., hospatals).
The “"compromise” allowed zach entity (AID and the MOH) to mecet some
of its objectives.

Thuy MOH met {ts interests by.cbtaining funds to construct and equip
eight new GUHC'e secondary level polyclinic facilities offering a
variety of services (not just MCH) and to coi.struct and e.1ip a new
training, ~4v~ation and roscarch unit (CSPM) to. he attached to the
Cairo University Pediatric Hospital.

In additi~n to the MCH components incorporated in the above, AID mat
its interests by funding the renovation and equiping of ten MCH
centers (later increased to 33) and by funding data collection,
training. education of health wnrkers, and dev:lopnant of cocmunity
participation, motivation and outreach activities. )

An additlional factor that influanced project design wao AID's
decision to opt for a "gysotems" approach. Thlis entailed a maltiple
set of tasks that »~re, for tho most part, of only secondary, if not
peripheral intaerest to the MOH. The resultant outcome should have
beon expected. Coustruction, renovation and cquipping of facilities
have takan prlority in termo of UHDP project offica managenent time;
health gervices rolated activities have placed an undeorstandably poor
second. Planned data collection and analysin have benn acconplished
in a professional and timely fashion by an Egyptian consultant group
(ECTOR)}, but the intended institutionalization of these capabilitias
in the MOH has not occurred hacause MOH “"counterparts” failed to
materialize.
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A final factor present during the project development stage completes
the “background explanation.® Under the twin compulsions to obligate
large amounts of funds and to meet the Congressional mandate on
"basic human needs," AID offered too much money. As a result, what
originally was to have been a “small® $5 million Jemonstration/pilot
project quickly became an unwieldy $25 million general institutional
strengthening project that was somehow to be synchronized with the
sama prcject's demonstration/pilot efforts and with construction an?
renovation. What was to have been a largely health services focused
project became primarily a construction/renovation/equipment

project. This situation became even more pronmnunced as subsequent
project amendments expanded geographic#l coverage and increased the -.
construction/renovation/equipment focus.

It is with this type of background and development that the project
entered its final design phase. Although the events described above
tended to hamper meaningful institutional (system) change on the
health services side from the outset, the prospects worsened with the
failure of the design process to come to grips with what had occurred.

Rather than abandcn the original demonstraton/pilot health services
focus, project designers chose instead to graft it on the new and
larger health faciliiies construction/renovatior/equipment model.
Rather than give up anvthing, the project degsigners simr'ly added new
project components. The result was predi:c.able. The project designr
became increasingly complicated, overly ambitious, unrealistic and
even less uppropriate.

Tha UHDP project design was far too comp.i: ted, particularly given
AID's lack of exparience in working in the health sector in Egypt.
The project's many inter~related components depended upon a multitude
of seemingly uncontrollable variables. The project's growing .
complexity increased the likelihood nf major delays and decreased the
chances of ultimately improving health services. Project
coordination and synchronizatinn gimply, became too difficult, if not
impossible, as has become evident in the project's actual
implementation.

The UHDP project design was also too ambitious. It actually consists
of several projects: design and congtruction of GUHC's; design and
construction of the CSPM; rcdesign and renovation of MCH's; ddsign,
testing, evaluuiion, damonstration, and insitutionalization of the
now CSPM operations, inclvding an unprecedented MOH-Univeraity
collaboration; collection and analysis of surwvey data and
institutionalization of this capacity within the MOH. Finally, the
institutionalization tasks envisionaed or implicit in the project
deasign were simply too much to accomplish in the five-year time frame
of the original project design.

?50
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The UHDP pr . ject design was also unrecalistic in many ways. Aas
previously discussed, it tended to ignore real ‘MCH priorities and the
consequent probability of success fully implementing inter-related
activities, many of which were not MOH priorities. The project
design was unrealistic in ignoring the realities of the Zone and
Governorate implementation function, given that MCH and primary care
are but one of many responsibilities and certainly one of lower
priority compared to tertiary curative responsibilities.

The project design was unrealistic in identifying problems and then
ignoring them or assuming that they would be solved independent of
any specific AID decision or action. For example, the project
designers seem to have assumed that monetary incentives are important
in making the MOH system function, but that motivation would be
achieved in other ways, e.g., more pleasant surroundings, better
training and supervision. In two subsequent amendments, poor design
was only made worse by expanding georgraphical coverage and adding
further project components. Finally, the project was seriously
unrealistic in its implementation schedules for obtaining contractors
under the host country contract and AID competitive procurement
procedures, a fact that ultimately resulted in decycling of the
implementation process from the outset. )

The UHDP project design was also inappropriate. Given the project
goal of improving health status, the project purpose ("to make the
‘existing urban health delivery system more accessible and effective")
offered less prospect for potential herlth status impact than
alternative in.estments in areas such as water and sanitation
systems. Hevertheless, even if the project purpose is accepted,
inappropriate cmphasis wu.s given to the interventions selected. For
exanple, construction/renovation/equipment are of lesser importance
in affecting health status than human resource investments in
management, supervision, training and incertive systems. The UHDP

~ project Jdesign was inappropriate as an institutionalization wehicle
in the way that urganization and management of the project were
conceived. The proper line of authority for implementation and
inastitutionalization aspects of the project (i.e., the Undersecretary
of Health £-i’ the Cairo Governorate) was by-passed. The UHDP project
office was established as an adjunct to the reqular. MOH hierarchy in
a planning capacity and was expected to pass the implementation tasks
to the Zone and clinic directors (and their staffs) who owe their
‘first allegiance to the Undersecretary and to the regular MCH
hierarchy. :

The mismatch of MOH and AID priorities, the systems analysis
obsession of AID, and the complusion to obligate large amounts of
funds were all factors that from the outset rendered the Project
relatively infeasible. The subsequent design decisions described
above simply made a bad situation worse.



5.2 Project Issues

Some of the more important issues identified by the Team can be
summarizad as follows:

5.2.1 Health services have only minor effects on health
_status.

The UHDP takes an overall approach (improving health services)
which is likely to produce less improvement in health status (the
project's stated goal) than wnuld be likely with other more
specific approaches such as improvements in sanitation.

The Project Paper (p. 2) notes that "Poor environmental
sanitation, the lack of adequate water and sewage facilities,
cultural practices and other considerations contribute to this
overall iow level of general health. However, a most significant
reagson is the lack of an effective and accessible urban health
gsystem with well-trained and highly motivated pessonnel providing
outreach services and health care education in the target
communities.” Health Services are only one factor improving
Health status; and reducticn in IMR and other Health indicators
will be difficult to measure as related to the project.

5.2.2 Inapropriate'intervention emphasis to overcome service
problems. )

The UHDP's rrimary focus and its overwhelming emphasis (in terms

of resource allocation decisions) is on ~onstruction and

renova*imn, the resuits of which (i.e. new or improved physical
facilities) have weak effects on the provision, qu=lity, and

acceptance of services. '

Empha:is should be rather on incentive systems, training for competency,
and tailoring of services and their provision to client's preferences. all
of which have pctentially strong effects. The project was initiated as a
compromise with the GOE desire to finance cnnstruction of high visibility
hospitals which have comparatively little <ifect on general“-health
status. It emphasizes interventions (e.g., major construction and
renovations) which appear unlikely to have major effects on either health
or health services, and it leaves as assumptions such key factcrs as
"Conditions of service can be improved to attract, retain and motivate
qualified personnel to give better service".

5.2.3 Crucial service systems design elements skipped.

Protocols and systems for health gservice delivery have yet to be finalized
in the project, but facility designs and training which logically depend
on them have gone ahead without them.

5.2.4 Construction/renovation should not be managed by UHDP staff

The UHDP gtaff can't both manage construction and renovation and do the
other parts of the project which are more likely to lead to improvements
in health services and perhaps in health status. . ‘)’
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5.2.5 Lack of Monetary Incentives in the regular MOH hierarchy.

~ Without adequate and replicable incentives linked to specified performance
criteria, health services are unlikely to significantly improve.

5.2.6 Lack of competency based training.

Traini:.g within the project may not result in job competency because it is
not competency based and is not evaluated to reinforce and ensure this

outcome.
5.2.7 Probable non-replicability of pilot center demonstrations.

Demonstration efforts at the Tora Center may involve incentives and other
factors which will not be replicable, even within the project.

5.2.8 ‘ Centralization of project administration.

The centralized administration of the project is dependent on one person.
No adequzte provision has been made. for a deputy director. Unit directors
“have responsibilities without commensurate authority.

5.2.9 Location and temporary status of UHDP project office within MOH
hierarchy. ' .

The special project office which administers the project is a temporary
section of the MOH with special power. and privileges. At the project's
end in 1986, the office will cease to exist and its staff (obtained by
secondment within the MOH, and’ paid high special incentives under a wnique
ministerial decree) wili return to their primary MOH jobs. Without that
office and the Executive Director's unique power base within the MOH,
oroject activities (which otherwise would have advanced less than they
have) are extremely unlikely to continue, aspecially with the present MOH
management problems (see Section 5.1).

5.2.10 Lack cf clarity and realism in project intent.

The UHDP (including its previous expansions) was intended to improve the
accessibility and effectiveness of 32 MOH health -facilities in Cairo and
11 in Alexandria. Those facilities theoretically serve target MCH
populations of one and one half million in Cairo and one million in
Alexandria. In view of the project's initial magnitude, and its
expansions, its designation as a "demonstration" project, is a misnomer.

5.3 Likely Future Course of Project

_At present, it appears that by the end of the project in 1986 the construction
and renovation of MHC's and GUHC's, and probably of the CSPM, will be
completed, if the corresponding recommendations in this report are followed.
. One of the GUHCs, at Tora (added to6 the project as the pilot center because it
required little renovation), ias expected to provide services as a pilot center
by November of 1982.
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It seems highly unlikely (on the basis of project implementation experience
and the bad fit between project interventions and the key provider and user
factors noted by the Urban Health Sector Assessment) that by 1986 the
remaining centers will be providing significantly more or significantly
improved services to the target population, or that the population's
acceptance of and involvement in those services will have changed to any
significant degree.

Given the project's complicated and ambitious design and the course of its
implementation thus far, it appears unlikely that the project will make any
major contribution to the goal of improving heclth status, even in the target
populationgs. It also appears unlikely that it will improve the types, )
quantities, quality, and public acceptance of MCH services provided by the
MOH, evan in the new or renovated "demonstration™ facilitieg which will have
consumed most of the project's resources. Thosc elements which would have
been likely to have significant effects on services and their acceptance have
been allowed to lac far behind, while the project's staff devoted itself to
construction and renovation efforts which the MOH was and remains ill-prepared
to handle.

A review of implebantation experience in each of the major areas of project
interventions, other than construction and renovation, indicates inadequate
development or application of a rational and systematic approach. A recent
congultancy resulted in the project staff's becoring aw.:e of and interested
in one basic objective-focused method ("SuiS") for work planning, ccordination
and evaluation, but it is too early to assess the implementation of the method

within the project.

The organizatinn and administrative locatiuva of the project within the MOH
seems unlikely to lead to any insti*utionalization of the capability to carry
out further construction or renovation, much less the capability to gather and
analyze data or use the findings to design and test or implemcnt improved
service programs, protocols, and systems. WNeither does it gseem likely that
health service related capabilities being developed within the project staff
will be transmitted to Zone and Governcratu level counterparts, unless
counterpart relations are effectively established on a regqular working basis.
A dichotony exis*s between planning (special prcjcct staff) and implementation
(requla» MOH Governorate, Zone and clinic hierarchy) that threatens bota
present implementation of health service related activities and any
ingtitutionalization of the capabilities within the Governorate or Zone staff.

Interdependent prcject tasks are badly out of synchronization and some will
be of questionable value by the time they are actually completed. As a
striking case in point, protocols and systems for health services were still
"under development” as of May 1982, according to a report by then-Project
Officer Emily Leonard, although both the training programs and the new and
renovated facilities should have been designed in terms of functional
considerations which depend greatly on service systems, which in turn were to
have becen based in part on the Urban Health Sector Assessment which is only
now about to become available.
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Nevertheless, it should remain clear that the project can still largely
succecd in achieving certain of its intended outputs. Approximately 72% of
project funds are related .o construction, renovation and equipment, all of
which have high probability of being delivered by the project completion date
if related evaluation recommendations are accepted. The balance of project
outputs is much less likely to be delivered as originally intended.

6. UHDP in the Context of the 1982 Health Sector Assessment and Draft USAID
Health Sector 5trateqgy: Explanation of Dissonance

The 1982 Health Sector Assessment was carried out in the first half of 1982 by
USAID consultants with the collaboration of the MOH. 'The Assessment concluded
that major problemg of the MOH render it much less effective than it would
need to be in order to carry out its broad mandate in a way which would have
major impacts on health.. It also concluded that the MOH will be unable to
adequately carry out preventive tasks which could have substantial impact on
general health, and especially maternal and child health as long as it has its
present heavy responsibility for curative services. This will be particularly
true if those MOH curative services continue to be "free” for all patients.
The assescment also noted that MOH services, in the context of structural
problems related to GCT employment and civil service policies, are refractory
to improvement. '

The final report of the 1982 Healtn Sector Assessment, entitled Health
Development in the Arab Republic of Egypt: A Sector in Transition, recommends
that curative services be provided on a self-£financing basis outside of the
MOH, thereby relieving the MOH of this burden. With recard to existing AID
supported MOH projects, including UHDP, the report (page xii) recommends that:

"USAID-gupported projects now being implemented should
continu2 in selected areas of high-focused concentration,
but should not be expanded or extended unless they are
restructured in the framework of overall health sector
development".

A draft Health Sector Strategy developed by a USAID/Cairo exrert team in
August 1582 is now being considered by USAID/Cairo. The draft strategy .
suggests program contents for potential USAID assistance to Egypt's health
gector in the next 5 years, in the context of the findings and recommendations
of the 1982 Health Sector Assessment.

The special evaluation team agrees with the general findings and .
recommendations of the 1982 Health Sector Assessment, but bases its specific
recommendations on several key additional factors. One is that the project's
health facilities construction and renovation, which have high public
visibility, are important to both the GOE and to U.S. support of the GOE; they
therefore are not likely to be halted by USAID and could be successfully
completed. A second factor is that the thus-far relatively neglected service
improvement side of the UHDP, which involves a small proportion (20%) of USAID
support of the project, offers the MOH a chance to show that it can improve
its services. A third factor is the rnlatively high finacial costs involved

in stopping a project in mid-stream and terminating contracts early; and the
relatively low opportunity costs of continuing a project once it has begin.

/

The resulting waste from sunk costs and termination costs would be quite 25 5

large.



Lagtly, there is the relative momentum attained by the UHDP in mid stream
which is difficult to recapture in any new project in its initial stages.
Having worked througn many of the implementation problems and basically
understanding the ones ahead the UHDP would seem poised to make relatively
rapiq progress, at least on the construction, renovation and equipment side.

7. Feasible Approaches to Overcoming Implementation Obstacles of UHDP

Given the current status of the project, what could USAID and GOE/MOH do to
increase the benefits of the project to the urban population of. Egypt and
indirectly to help promote poclitical stability in Egypt? Some feasible
approaches for each project area are reviewed.

The UHDP should be managed, by both the MOH and USAID, as several related but
relatively independent subprojects. The Special Evaluation Team suggests the
divisions shown in Pigure 1 on page _ . :

The construction and renova:.ion elements of the UHDP are likely to be
completed by the end of the project, in spite of delays, if the team's
recommendations are followed. The main prublems of concern now relate to the
possibility that construction and renovation activities may result in the MOH
losing leases on some of the rented facilities. If this is likely to occur,
or if required permissions and evidence cannot be quickly provided, the.
problematic portions of the construction and renovation activities should be
deleted from the project as unimplementable, as recommended by the USAID
Engineer's report in Annex D-

The project directors, staff, and consultants should be relieved of concerns
over the management of construction and renovation efforcs. (The MOH has left
commodity procurement almost entirely to a Westinghouse expatriate.) This can
be accomplished by removing cne of two antagonistic technical
contractors/consultants, placing management of construction, renovation and
procurement under the charge of the parties alreadv under contract for such
management work, and fully involving USAID engineers in the project's
monitoring of those activities.

Relieved of the buardens of construction and renovation management, the UHDP
staff co.ld focus more time, energy, talent, and attention on other aspects of
the project which are potentially much more.important to improving services
and health status. .

The service improvement aspects of the UHDP must be greatly strengthened if
any health benefits of the project are to accrue to the populations to be
gserved. This will require reorganization of the UHDP central office and
delegation of authority (and especially of influence over distribution of
incentives) to project components and within them. The nverall objective of
these changes would be to improve, focus, coordinate, and manage activities
intended to improve health services and their support.
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This will increase the UHDP's chances of contributing to improved health.
Achievement of this objective could even have some chance of facilitating
institutionalization and replication of health services improvements, if the
GOE an'! MOH were to decide to invest in such efforts.

In the recent past, the MOH has allocated insufficient and decreasing funds to
cover the operating expenses of facilities, including new ones. Operating
funds must include adequate incentives for good or outstanding performance by
providers and managers, within performance quidelines and delivery systems
which still remain to be developed as some of the most essential parts of this
project. In order to increase funds available for operating expenses
(particularly incentives), "Economic Clinics" could be widely instituted
within the project. This would improve the financial base of MOH sexvices,
and it would also make possible a performance-linked provider incentive
program. . Economic clinics would help the MOH attempt to address some of the
basic constraints under which it operates (i.e., inadequate operating funds,
forced employment at relatively low pay of large numbers of physicians, and
iittle effective control of "incentives").

In attempting to improve the quality and public acceptance of MCH services
provided by the MOH, options not included in the original project design
should be considered. One excmple might be rotation of staff from the
proposed CSPM and from higher-prestige non-MOH facilities through MOH
facilities. Full use should be made of the findings of the Urban Health .
Sector Assessment in the innovative redesian and provision of services to
promote their acceptance and use by the target groups. If a "pyramidal"®
system of ruferral and treatment is to be estaklished, for example, (as
envisioned in the Project Paper) full attention should be given to the
Assessment's findings regarding patient £)n~wg between the various systems,
including the use of hospital outpatient facilities for "primary care". It
may be necessary to promote better services at the hospital outpatient
departments which many patients prefer, :ather than hoping rather futilely to
lure them away ‘o MOH outpatient facilities.

The disparities between MOH and USAID ohjectives for the UHDP might hest be
sumnarized as the distinction between MOH's interests in construction,
renovation and equipment, and USAID's interests in service improvement.
Service improvements might be advanced more effectively if acquisition of
things the MOH wants were made contingent in future project agreements upon
changes likely to lead to improvement of health s~rvices or health status.
(An example would be to make some MOH-desired construction contingent upon
prior development and application of a plan to link payment of provider
incentives to personnel performance against present standards. The UHDP
Executive Director told the evaluation team that the MOH soon expects to be
able to give substantial incentives as part of a government-wide program.)

Detailed recommendations for the implementation of these approaches to

increasing the effectiveness of the UHDP follow in Section 8 of this report.
An Action Timetable and Responsibilities Chart ig aiven as Annex F.
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Recommendations

Projéct Organization and Management

Reorganize the UHDP Cairo central office (See suggested structure below)
to facilitate the gtaff's achievement of UHDP objectives. The
reorganization should specifically focus on the primary objective of
improving health services provided by the project's urban health
facilities. Management responsibilities for construction, renovation and
equipping of facilities should be carried out by DMJM/Kidde, Alemara, and
Westinghouse, respectively. Monitoring responsibilities should be
conducted by a USAID engineer and a person to be assigned to be a proposed
new position that should be created within the project office (both as
recommended below). The executive project director should rely on this
system for day-to-day management and monitoring and should limit personal
involvement to executive decisions involving policy. The reorganization
should rearrange present personnel and units to assure better focus and
coordination within the project office for improving health services.
Unit director authority should be commensurate with responsibilities (and
to be effective must include greater influence over decisions related to
incentive payments to staff under their supervision).

NSAID Proj-Hngr./ ---------- /EXQCODirl/.--" ------------------- /CSPM/
/& USAID Engineer/ /Westinghouse/ ' :
- <
-

-
-

Renovation, Construc.,& Egpmt. Admin. Surport Health Services Improvement**

AleJura DMIM/ Westing-.

Ll

o

Kidde house

= s G -

Admir.. Finance

Q3 3 +~p M 3
a m

B X O
PR~ g
<O

* MOH Zona Directors, who are Asgsistant Executive Directors of UHDP (See

next recommendation), are not shown in this diagram, which addresses
internal office reorganization.

Within the key organizational change establishing three groups of UHDP
central units (Rinovation, Construction, and Equipmaent; Health Services
Improvement; and Aduinistrative Support), a revised plan for assignment of
units to those groups and of functions to those units should be developed
and included in the revised UHDP implementation plan. The unit '

assignments shown here are given only as examples
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More effectively involve the regular MOH hierarchy in the implementation
of changes and improvements under the project (e.g., the Governorate
Undersecretary of Health, the zone directors, other zone officials, and
health facility directors). This will require, among other things,
incentives for their performance now in implementing those changes and
later, beyond 1986, in maintaining and adjusting them over time.
Appropriate counterparts from the governorate health staff and from each
zone should be assigned to the heads of each unit of the UHDP.
Implementation of health service improvement aspects of the project should
be done through the MOH structure, with UHDP central staff members acting
as program planners, technical support staff, and consultants for the
governorate and zone staff of the MOH. (As an example, the zone directors
should be active in directing service improvement implementation in their
zones, and the other employees in each zone who are paid incentives for
full time UHDP implementation work should in fact be working full time on
that implementation under the project's increased emphasis on improving
services.)

The Project should develop and use basic project planning, tracking, and
managemrant tools (flow charts of critical events and their timing;
periodic formal reviews of project status and of individual staff and work
group performance; etc.). This should be done with assistance from
Westinghouse, and might be facilitated by the survices of an expatriate
planner for 3 to 6 months and the services within the project of an
Egypt..aa who could perform some of the functions performed by Eng.
Gazebeiah under ECTOR's MOH contract.

There should be a monthly joi@t meeting of Alexandria and Cairo UHDP
(alternating between Cairo and Alexandria) for exchange of program
information and experience (e.g., in training and programming) and for
joint coordination of procurement, etc.

ECTOR should analyze, interpret, and present the results of the Urban
Health Sector Assessment in such ways as to provide key decision makers
with information which they can and will use in making major pollicy and
operational decisions in and regarding the health sector. ECTOR should
continue those activities, either under an extended UHDP contract or as
UHDP sgpecial consultants.

The project should make available to the Minister of Health and to other
key health sector decision makers ECTOR capabilities for strategy
formulation and planning in the health sector, using existing UHDP funds
to finance (as "innovative activities") ECTOR activities in these areas
and in focused health services research to support them.

The availability of innovative funds (total of $2.5 million) should not be
"advertised™, but rather the funds should be used to support (as
opportunities arise) activities which the GOE and USAID consider to
support the purpose of the UHDP
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The Center for Preventive and Social Medicine (CSPM) portion of this
special evaluation, postponed until January of 1983, should focus on what
progress has taken place in terms of the stated objectives of the CSPM,
and not only on construction planning. Institutionalized MOH - Cairo
University Faculty of Medicine relationships, including ongoing staff
interchanges between the two institutions, will be key to achieving these
non-construction objectives, and plans for such relationships should be
carefully examined. The January 1983 evaluation should be carried out
over a period of approximately three weeks by a two-person team (Drs.
Eugene Boostrom arnd Roy Smith, if available). It would be very beneficial
to have the participation of Dr. Julius Richmond during part of the time,
probably beginning near the end of the second week. Special inputs to the
evaluation should be sought from Dr. Mahmoud Gabr of Cairo University
Faculty of Medicine, from the Dean of the Suez Canal University Faculty of
Medicine, Dr.Zohair Nooman, and from the MOH uvfficial who would assure
later continuation of MOH participation in quiding and operating the CSPM.

2.2 Cairo MOY Activities and Inputs

8.2.1 Cairo MOH Construction, Renovation, and Equipment

Abolish the Senior Engineering Consultant position {contract expires
December 1982) and <hose of his two assistants. This should all be
accomplished within by December 1, 1982. :

USAID technical monitoring of construction and renovation aspects of the
project :hould be shifted from HRDC to IDPS. This will require 3 to §
full work days pur month, and essentially full time work during bidding
and certain other critical periods, of a U.S. engineer with experience in
monitoring and managing construction and renovation o public facilities
in developing countries. Occasional assistance (one to four work days per
month) will be required of a USAID E~,ptian engineer in support of the
USAID Americ.n engineer. :

Create a new (intermediate level) position in the project to give the
executive director necessary non-technical administrative support and
monitoring for construction and renovation agpe~ts of the project. See
suggested scope of work for this position in the USAID Enginecer's reph*t
done as part of this evaluation (Annex D)

Extend Alemara's A&E contract beyond the present October 1982 expiration
date until completion of rensvations, adjusting the scope of work and
.payment schedule in view of delays and of changes in renovation contract
gscopes of work.

Immediately stop external additions presently planned in the renovations
of at least five of the eleven privately owned facilities, until
USAID-Cairo (Legal Office) is satisfied by GOE certification or other
means that:



29—

a) there are not unacceptably high risks that the GOE will lose use and
.control of ‘those facilities and

b). the GOE has legal authorization to proceed with the scheduled/planned
renovation work.

Immediately review legal right of MOH to conduct interior renovztions in
the eleven privately owned facilities, and assess risk (cost/benefit) of
continuing renovations should legal right be clouded. The GOE should
immediately provide to USAID the legal documents necessary for these
reviews.

Assure that all equipment and furniture necessary for the improvement and
acceptance of services at the renovated MOH facilities will be ready for
ingtallation and operation when renovations are completed, to avoid
further delays in opening and possible lessened impact on services and on
their effectiveness and public acceptance.

The MOH must officially assign counterparts to the Westinghouse Equipment
Spacialist so that planning can proceed for providing equipment for tha
GUHCs and the CSPM and so that necessary preparations for supply and
maintenance can b. made.

8.2.2 Cairo MOH Service Improvement, Trz:ining, & T.A.

"Econom.c Clinics”™ charging reasonable foos should be widely instituted
and evaluated uuder the UHDP, with the clinics' income being used (in
accordance with MOH regulations) for p..»oses including performance-linked
monatary incentives to providers (and to zone personnel If possiblae).

This is neccessary because it i3 widely agreed at all levels that continued
lack of eifective monetary incentives would probably mean continued
gsubstandard staff attendance and performance in the upgraded facilities.
Experience in Egypt, as elsewhere, indicates that to be effective
incentives must be tied to monitorec nerformance.

The project should make full and effectivo uasn nf the technical asaistance
available to it under the Westinghouse contract, with a clear
concentration of both project and technical asslatance elforts on
improving health gervices delivored at or thruugh MOH urban health
facilities. '

(NOTE: The next three rocomnendations are intended to i{mprove support by
the central UHDP staff of widoapread implemantation of banic health
sarvices improvements throughout the 32 Cairo facilitieas i{nvolved {n the
project. It may be necossary, in addition to the Tora pilot effort, to
phaso certain aspacto of thogae improvemonta by aelecting onn or more
facilities in each of the four remaining zonas for initial implementation

o
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of those aspects. Other improvements, however, ‘can and should be
inmediately implemented in all of the UHDP facilities, using regular MOH
zone and facility staff with backing from the UHDP.)

Immediately implement in the project's hoalth facilities (in coordination
and conjunction with related efforts of other groups) service delivery
improvements of demonstrated effectiveness (e.g., strengthened ORT, home
visiting, and community outreach).

Extend training and service improvement activitiea to the North and Easat
Zones of Cairo, rather than doing only renovation and construction in
those zones.

Imnediately develop and implement a simple plan and schedule (based on
present staff capabllities) for activities to be carried out by health
facility staffs while facilities are being renovated. The plan might
emphasize outreach and community orientation activitias and introduce
priority activities to be carried out later in and through the renovated
facilities. Implement this plan in those facilities where entimated
renovation completion datos are later than January 15, 1983.

Plan and prepare immediately to implement, monitor, revise, and aevaluate
activitics at the Tora GUHC (and t» uge results immediately to improve
activities at othar canters), so that effectivce pilot operations at thae
center can begin as aoon as tho renovations at the Tora center nave been
completed. '

Develop a plan to train and utllize -3lected governorate., zonea, and
facility astaff members in the inplementation of healith services
improvements {n all facilitied involved in the UHDP. This will reT'ire
inceantives linked to guod performance {n those arcas on the part of both
UHDP and regular MOH staff. It will also require orqganiration of thae UHDP
cantral astaff aspecifically to support those cfforts, probably thr.ugh
formation of teams which will asaist ronc and facility staff to initiate
improvaed 49orvices in rach facility as it opens after renovation or
conatruction.

Project planning staff should exercise flexibility Iin datarmining which
services .nd activities will be given priority i{n service {mprovements, in
order to maximize health banefits of the services (ev.9g., in determining
implementation prioritiea and schadules during and aftor ranovations, and
in adding or replacing activitien i{n the light of added knowladge and
eaxperience later !n the project).

Training muat produce demonatratad competence of workers for tamks which
their joba require in implementing service improvements. The project must
focus, orqganire, time, and validate training activities to accomplish this.
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Aut-of-country training should be more focussed on the needs of the
project and should not be taken as a "given". Determination of future
intended use of the trainee and appropriateness of the trainee's new or
currently assigned position, in light of new training, should be mutually
agreed upon prior to initiation of training request.

This will require

stronger justification from the UHDP staff and a greater involvement of
Westinghouse advisors in developing future training plans. Consideration
must be given to a more useful distribution of scholarships, with fewer
tours and visits to previously-visitdéd sites and by those who have already
benefited from project-sponsored trips. Specifically, many of the trips
should be used as incentives and learning experiences for zone pe-sonnel
and for MOH officials who will be able to use their knowledg~ tr. improve
and operate MOH health services in future vears.

The CSPM's organization and activities should be directed clearly toward
accomplishment of the stated objectives of the CSPM and those of the UHDP.

8.3 Alexandria MOH ‘Activities and Inputs

MOH activities under the project in Alexandria‘shouldz'

Be carried out under local dir:ction and with local contvol of
MOH incentive funds assigned to that part of the project.

Include (ada.tional?) service improvement efforts, without
avaiting Cairo UHDP progress. The director and staff of the
Alexandria UHDP should develop a proposal to do this, for
potential ~dditional funding under the "innovative” activities
project funds.

Continue to build on the ongoing training afforts of the
Alexandria governorate MOH and to introduce new methods of
training.

Have support from the UHDP Cairo staff, as needed and on rej.est.

Have the full time services of fully qualified personnel for the
four positions and support personncl which the MOH is committed

to supply under the grant agroeoment. MOH should recertify this

beforc AID releases funds for rernovation contracts.

Develop and use basic project planning, tracking, and management
tools (flow charts of critical avents and their timing; periodic
formal reviews of project status and of individual staff and
work group performance; etc.). This could be done by Robert
Enrey under his present poersonal services contract, with
assistance from the expatriate planner suggested to work for 3

L{b



to 6 months dn the same tasks in Cairo and possibly with the
services within the Alexandria project of an Egyptian who could
perform some of the functions performed by Gazebeiah under
ECTOR's MOH contract.

8.3.1 Alexandria MOH Renovation and Equipment of 1l MCH Centers

Health facility renovations in Alexandria should take full advantage of
the project's experiences in renovations in Cairo, in order to avoid, as
possible, the legal, contractual, and procedural problems encountered and
expected in Cairo, specifically:

Do not hire a consultant to supervise the A&E contractor.
Do create a new (intermediate level) position to give the Alexandria
UHDP director necessary non-technical administrative support and

monitoring for construction and renovation aspects of the project.

Do involve MCH center personnel in functional planning for
renovations. ' i

Do use USAID engineers to monitor progrcas‘and provide other
engineering assistance for this component.

Do have leyal permissions lined up from private owners before
~enovations begin.

Do not move clinic staff into temporary facilities until renovations
are actually ready to begin (i.e., permisgsions obtained; contractors
mobilized; etc.)

Do closely coordinate equipment needs with UHDP Cairo stafx.

Do prepare justifications, schedules, utilization and maintenance
plans, and administrative control procedures for vehicles required

for the MCH clinics.

8.3.2 Alexandria MOH Service Improvement, Training, & T.A.

Keep the gize of the Alexandria UHDP staff small. Emphasize use of
present MOH officials and staff and of their knowledge and experience,:
within their preosent regular MOH poasitionsg, in developing and implementing
the project's training and service improvement activities.

Project planning staff should exercise flexibility in determining which
services and activities will be given priority in service improvements, in
order to maximize health benefits of the services (e.g., in determining
implerent:ation priorities and schedules during and after renovations, and
in adding or replacing activitias in the light of added knowledge and
experience later in the project)

U
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Develop a plan and a definite schedule for activities to be carried out by
health facility staffs while the facilities are being renovated (perhaps
emphasizing outreach and community orientation activities, and introducing
the priority activities to be carried out later in and through the
renovated facilities).

Alekandria HIO Inputs and Activities (Computer and Inforhat.on System
Equipment, and Related Training and Technical Assistance)

Plans for the Alexandria HIO portion of the UHDP gshould include adequate
provision for: .

Ongoing analysis by HIO of their irformation needs and of HIO
capacity to interpret and use the inrormation system's outputs, with
feedback ir.to the system to add, delete, or modify content,
procedures, and outputs.

Incentives adequate to permit development (or recruitment) and
retention of personnel with adequate computer and information systems
skills. ;

USAID Management and Monitoring/Evaluati-n of UadP

USAID should request that a pair of monthly status/progress reports (2 to
3 pages each) be submitted by UHDP Cajiro and UHDP Alexandria, in order to
assist the USAID Project Officer in monitoring the project and to
constantly ~all implementation progress in all areas to the attention of
the projects' directors. One of the pairs of reports would cover
construction, renovation, and equipment, and the other would cover health
services imnrovements. Each would cover:

- Status reports of key items (possibly using a prepared form)
against planned progress

== Items completed (including problems 1esolved)

== New problems requiring action
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ANNEX A

Scope of Work for the
Special Evaluation of the UHDP,
August/Septenber 1982

A. Introduction

The Urben Health Delivery Systems Project was last evaluated in May
1982 by the A.R.E. Project and Westinghouse Health Systems Contractor
gstaff. All phases of ‘this multifaceted project were reviewed
including interventions being planned to improve health services;
technical assistance provided by contractors; incountry training;

cooperation between the MOH and the University of Cairo; construction

and work; and commodity procurement. TXe evaluators made
recommendations to tihe Project Executive Director on the future

direction of the Project.

This special USAID evaluation will use the May 1982, 24 month
evaluation as a starting point in an effort to analyze those
-recommendations, build upon them and to provide the A.R.E. and USAID
with further suggestions for the implementation of the Project over
the nex: 24 months.

B. Objective

The overa’l objective of the evaluation team (Dr. Eugene
Boostrom~AID/W, M.. RoLert Rucker-USAID/Program, with Mr. John
Wiles-USAID/Yealth-as the coordinator) will be to review the Project

in terms of its impact on achieving its stated purpose of "to make the

existing urban health care system more accessible and effective'; and
to determine whether or not resources ~valiable to the Project are
being used to the maximum benefit of the Project. The team will also
consider changes in the Project design and in the implementation
gschedule contained in the Project Paper which would clearly improve
implementation of the Project through its complevion date (November
1986).

C. Specific Tasks

In order to arrive at the evaluation objective, the team will;

1. Review and become familiar with the contents of the 24 month
evaluation report, the Project Paper, the Project Work Plan and other
documents as appropriate.
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2. Develop a better understanding of the actual nature and
workings of the Project by -attending briefings conducted by the
Bgyptian Project Staff, contractors, USAID staff and others as
suggested by the Executive Project Director and USAID, (e.g. MOH
officials, members of the Project Executive Board, Universit:
representatives = note: evaluation of the Center for Social and
Preventive Medicine (CSPM) component of the Project is being delayed
until January 1983 at the request of the Project Executive Director:.

3. Conduct indepéh reviews of the various program components
through individual interviews with all project staff and contractors.

4. Conduct a selected series of interviews with clinic personnel,
- users and others (e.g. Zone officials outside the MOH, private
community groups) as appropriate to obtain a sense of the impact of
the project on the target groups. This will be done with the
asgsistance of an Eayptian Social Scientist, Dr. Nawal. Nadim.

5. Review the status of construction and rénovation work with the
‘assistance of Mr. Robert Cook, USAID/Engineering.

D. Questions/Issues to be Considered

1. What is the status of the ProjectL .n relation to its purposc?
Is this still the appropriate purpose that can be achieved by the end
of the Project (liovember 1986)?

2. T7The original project design envisiov.ued "developing within the
MOH the capability to perform on a r~ontinuing basis, assessments of
the health sector designed to provide the data and information
required to plan, implement and evaluate delivery of health scrvices
which are more relevant to the needs of the consumers". ECTOR,
through a contract with the MOH, has conducted fairly extensive
agsessments in some of the prcject arews. What use has been made of
this data? Haz any institutionalization of the planning process taken
place in the MOH. and/or in the Project Office as a result of this
work? What are the prospects for the future? I3 the
ingtitutionalization of a function (i.e. Health Planning) outside the
immediate project organization a reasonable objective for a project of
this nature? Or, should it be a separate project? What can be done
to strengthen the health planning capability of the Project Office and
the Governorates/Zones by the Project? ' Is this the more. appropriate
role for the Project? * '

3. Is the existing organizational structure for implementing the
Project now appropriate in view of the fact that activities have
expanded to a second urban ‘area, and might conceivably be expanded to
other urban areas in the immediate future? ' Should further
decentralization be considered for Cairo? Should resources other then
" the MOH's be used to support activities in Alexandria, as for example
the High Institute of Public Health? '

A
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4. What is the status of construction/renovation activities? Are
changes needed in contracts? Wwhat are the current estimates for
completion of all work by type? Are planned project funds for this -
work sufficient?

5. Construction/renovation activities have consumed a large
portion of the Executive Project Director's and Project Officer's time.
Should the present system of having technical staff oversee
construction/renovation continue? Or, should oversight be moved to
other organizational units (e.g. for USAID to the Engineering Office;
and for the Project Office, to an office in the GOE which normally
takes care of this type of work) thus allowing the Project Staff to
devote more of their time to the technical aspects of the Project?

6. What is the status of interventions (e.g. ORT, Drug Packaging)
being develor2d by the Project Staff? Are they replicable to other
areas, and specifically to Alexandria? Should other interventions be
considered along with the ones already developed? What mechanism
should be used to insure a smooth transfer of knowledge gained from
Cairo to other urban areas; and from other areas to Cairo? '

7. How many and what types of penple have been trainad in-country
under the Project? Have organizational changes becn made which give
these pecople the opportunity to use the training received (e.g. are
supervisors also trained in the new concepts; are job descriptions
being revised to take in account new duties, etc.)? What should the
future emphasis be?

8. How many ard what categories of staff have received training
abroad? What use is beiny made of this training? Are the Project
Paper projections for training still valid (i.e., 2 per year for
long~-term academic; 4 per year, short-term academic; and 6 per year
observaticnal)? If not, what would be a more appropriate mix?

9. Originally, it was planned that the Westinghouse Contract
Technical staff would work only with the Cairo staff. Is this still
appropriate? Is TA a neces3ity for other urban areas? Should the WHS
contract be “he wvehicle for providing this TA if needed in other
areas? What types of consultants are nceded in the. future?

10. wWhat is the attitude of clinic staff and the us:rs of the
services towards the Project? Has there been any impact on their use
of facilities as a result of improved services (it may be too carly to
judge this)? Do users feel that the project can be of benefit to them
in the future?

1l. The Center for Social and Preventive Medicine is to provide a
link between the government (MOH) and the univeraity setting. What is
the likelihood of this happening? Should links between tha CSPM and
other urban areas be fostered?
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12. Are the Health Insurance Organization (HIOQ) activities being
funded under the Project still appropriate (i.e. computer purchase and
TA to use it)? Should TA be broadened? Are there other needs?

13. Funds were made available in Amendment #2 of the Project Paper
for "innovative activitieg". ‘The HIO component is one such activity.
What should the priorities be for other possible activities? What
type of activities should not be funded? In view of the already
complicated nature of the project (in terms of implementation), should
innovative activities be eliminated altogether (execpt for HIO)?

14. what is the status of commodity procurement for the General
Urban Health Clinics and the CSPM? Are additional vehicles needed?

15. what is the status of Family Planning activities in the
project areas? Are redirections needed?

16. Other questions and issues that may arise as the evaluation
proceeds may also be pursued by the team.



ANNEX B

Principal Reference Materials

Used by the Special Evaluation Team,

1. Project Paper, UHDSP, October 14, 1978
2. Project Paper Amendment No. 1, UHDSP, August 30, 1979
3. Project Paper Amendment No. 2, UHDSP, June 25, 1981

4. UHDSP Project; 24 Month Review and Recommendations for Future
Implementation, May 25, l1982.

~ 5. Urban Health Project Summary, E. Leonard, april 14, 1982

G. Notes on the 24 Month Review and Recommendations, E. Boostrom,
June 1982

7. Final Report of fonsultation (CSPM), Roy Smith, July 1982

8. Evaluation Study ou Services and Performance in MCH's and GUHC's,
September 7, 982 :

9. Implementation Plan, UHDSP September 1<8l1

10. Plan of Action, CSPM, July 1981
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ANNEX C

Key Persons Contacted by the
Special Evaluation Team,
August/Septemnber, 1982

1. UHDSP Central Office (Cairo)

Dr. Nabahat Fouad, Executive Project Director

Dr. Farouk Gaffar, Director Organization and Management Unit
Dr. Insaf Hanna, Director Human Regources Unit

Dr. Ibrahim Missak, Director IEC Unit

Mrs. Ikbal Hanna, Social Work/Outreach Section

Dr. Fawzy Gadalla, Chief Technical Consultant

Dr., Ahmed Talaat, Chief Engineering Consultant

Dr. Wafik Hassouna, Principal Investigator FCTOR

2. Mo

Dr. Osman el-Zimaity, Undersecretary of State for Health, Cairo

Dr. Said Tawfik, Undersecretary of State for Health, Alexandria

Dr. liahmoud El Mattery, General Director for Health, 0ld Cairo Zone

Dr. Mohamed Fathi Sheba, General Director for Health, South Zone

Dr. Weded Attalla Boulos, General Director for Health, North Zone

Dr. Mahmoud Abd el-Salarm Ali, Generazl Director for Health, Zeiton Zone
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ANNEX D

Special Evaluation of the
MOH Urban Health Delivery Systems Project

USAID Engineer's Report on
Facility Renovation and Construction.

by
Mr. Robert Cook

l. Objective

I was asked by HRDC/H to review this project with the primary
objective of evaluating construction and a secondary objective of
developing suggestions for managing -construction elements of this
project and of possible future HRDC projects.

2. MCH Center Renovation Activities

2.1 MCH Center Renovation Activities: Overview

Discussion of Cairo Area Projects: Of the 22 MCH clinics being
remodeled, none are ready for occupancy at this time, although
renovation work at 4 clinies (Masr El Kadima, Helwan Masakin,
Shoubra 2nd and El Maadi) should be complete by October lst. The
scope 0f work on each clinic varies from internal renovation with
minimum alteration to complete re.onstruction. The quality of work
observed was good to very good, especially when compared to work
chierved on other ATD-funded projects.

2.1.1 Project Organization (Engineering)

The A & E Consultant to the MOH for the MCH center renovations is a
firm called Alemara, which reports directly to the UHDP Executive
Director, Dr Nabahat Fouad. Alemara's chief representative is Dr.
Eng. Ibrahim Karim. Dr. Nabahat has also obtained the services of
an additional private consultant engineering advisur, Dr. Eng. Ahmed
Talaat. Engincer Talaat's role is that of advisor to Dr Nabahat,
and he has no official jurisdictional role in the project.

The project's renovation work is divided into five zones, and all
work in a zone is combined as a unit under one contract. The 3 & E
consultant (Alemara) has organized his field surveillance by zonas.

2.1.2  Basis for Comments on Findings

In attempting to define problem areas and their sources and
implications, I have encountered a welter of claims, counter claims,
conflicting statements and biases. The comments presented herein
are to the best of my knowledge accurate and in all cases repregent
my observations or a consensus of persons interviewed.
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2.2 MCH Clinic Design Delays

2.2.1 'Delay causeéed by loss of original drawings

. The project schedule was thrown into disarray at the outset. The
MOH was unable to find the original drawings of the facilities,
which required Alemara to measure and redraw the "as-built" drawings
for each building. This is the first design delay in the project
and is an MOH responsibility. These 4drawings had been available
when ECTOR made an initial study, but disappeared in the intervening
period.

2.2.2 Delays Caused by Increase in Scope of Work

Background:

Under the ECTOR program (in 1978), a study was made by Yousef Shafik
regarding the upgrading of the MCH Clinics. The MCH Clinic
remodeling project which is now underway, and is the major subject
of this report, was spawned from that report. There are some
differcnces in the =»ssessment of the amount of rehabilitation needed
as described in that report, and as finally performed. Ten of the ‘
22 Clinics were included in the ECTOR report and the present project
scope was written with that report as a basis. In my di-cussions
with Dr. Nabahat, she was unaware of the :aistence of this report as
a basis for the scope of work. The development ¢f the total scope
of work which included ail 22 MCH Clinics was not indepth enough to
accurately assess the work needed, partially due to the
superficiality of the Shafik report.

The specifications {IFB) in Annex II of the study lists the sites,
with two general cateqgories of scopes or work. These categories
are: '"Category I - Require repair in sanitation, flooring,
painting, electricali installations, and other non-structural
improvements. Category II - Roquire major repairs in the building,
which could include some reconstruction.”

Both of these categories indicate a much more modest amount of work
than that ultimately contracted for (i.e., than that found to be
necessary by Alemares and the MOH). My observation was that all
sites required at least "Category II™ level work and that most ‘went
wall beyond that; as an example, Helwan Awal is effectively a new
building. This increased scope required more design effort and more
project funds. This is the second design delay in the project and
it is the most serious as it produced the third delay. This delay
can be attributed to the lack of in-depth study of the original
scope of work.

2.2.3 Delay Caused by Necessity to Obtain Increased Funding From
AID/W1

The bid opening was delayed extensively while awaiting increased
funding from AID/W. - This is the 3rd design delay and is a direct Eb




rasult of the failure to properly evaluate the scope of rk.

2.2.4 Delay caused by rebidding

The IFB had to be issued a second time when all the bids receivad
exceeded the Engineer's estimate, and a third bid was required as
competition was lacking on bids for the buildings in Zone 2. This
rebidding process is the 4th design delay and is not attributable to
any particular agency or person. However, somc delay was caugsed
because Alemara had misinterrreted USAID approval of designs as
approval of IFB and prematurely issued the IFB.

At this point MOH. personnel stated: (1) proper permission to erect
temporary clinics (referred to as "shacks") had Leen obtained, (2)
permission to make addition to rented property had been obtained
from the appropriate officials and landlords, (3) the local MOH
clinic personnel were aware that they would nave to wvacate the MCH
center buildings and rove i{nto the tenporavy facilities. These
three issues are stated here as they lead to virtually all of the
delays in the constructicn period. Alemara and Engincer Talaat both
state that those issues had been discussed at a general meeting at
which MOH zone directc-a stated that they had the proper
permissions. This ig verified by USAID personnel who attanded that
meeting.

2.2.4 Surmary of Dcuaign Stage Delaya:

1) Icus of original drawings (which required Alemara to
rencasure and redraw the buildings) (MOH regponaibility).

2) Increase in scope of work (requiving nore design time and
more project funda) (Initial A&LE Consultant - ECTOR Study).:

J) Necesnity of getting additional funding (and approval of
that funding from AID/W) (Seo 3 abovu).

4) Robidding (Sce J above).

5) railure to get USAID approval prior to ismsuing IFD
(Alemara).

2,4 Commant on tha Deoniqn Delays in MCH Cantar Ranovations

Remodeling/renovation projecta aro notoriously difficult to aasans,
and they often involve {ncreases in ncopae. Huverthalenn, tha
original scopa of work should have baen much more accuratuly defined
than it was. All of the above dolays can ha conaiderad nomawhat



normal, although more extensive than usuval (and certainly
reqgrettable), except for the loss of the original drawings which is
most unusual. Considering the above, the dolays in the design/bid
phase of these projects are undorstandable. Tho redrawing of the
*ag-builts" was accomplished more promptly than would normally ba
expectead.

3 MCH Clinic Conatruction

J.1 MCH Clinic Construction: Ovorview

As the contracts were awarded and the contractors attempted to start
work, major problems began to emerge and the project bagan to
unravel.

J.1.1 Conatruction delays caused by the vicisitudus of working on

rentad properties

Excossive deiays have becn exporienced hecause of a failure on the
part of MOH to obtain adequate permission to perform work on rented
propertica. This is the first major conatruction delay and is one
of the rost serious as it hag caused several of the other delays.
It {a cleaarlv the responsibility of MOH to give the contractors
clear acceqa to the work they have contracted to parform. This
problem will cer=ainly bu tha basis of claims and could result {n
stranuous offortas by the landlords to repossezs thielr propertiesn.
Tha backereend of ta.d orublem 14 explatned s follows:  Saoveral of
the clinica (1) of 22 ar: reated from privatae landlor<:, which
introduces special problems. Boecause the rentds aru exceedingly low
and the *raant (MOH) (s virtually impossible to evict, the property
ownar has little incentive to coojperate. Thero are luqgal limius,
under Egyptian law, rejaiding the amount and type of work that can
be parformed on rented propevty without tha owrsr's pormizsion.

It {n not cluar who*hcer tho MO failed to got porminastan from the
property owners, or whathaer the ownars gave varbal permiasion which
they later rovoked, or denied. It (3 certain that the parminsion {a
now disputed and h~s been a source of aggravation, dalay and
additional cost to tha contractor. The owners object to the
remodaling, as well as the additions, and havae harasned the
contractors by viaiting thae ef{tes ruqularly and objacting to avery
thing. Thias delay {s the major cause of tha redanmign, and the
inability of MOH to give the contractors unreastrictad excess to
their projecta. (See paragraphs J.1.) and 3}.1l.5). It haa alno
produced tenporary clinic location delays, (nee Paragraph J.1.2) and
it raises the iasue of landow ..rs reclaiming this proporty as
discussed in Paragraph J.2.1.

Ry
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3.1.2, Delays caused by disputed temporary clinic locations.

Temporary clinics are to be constructed whare nacessary.to allow
contirdued MCH Clinic operation. These are either on the same
property as the clinics or on public land in the vicinity. These
shacks have been erected, torn down, and reerected at another
locations several times, in several instances.

Apparently the MOH simply made the assumption that they could erect
temporary clinics on their rented property and/cr they had verbal
permigsion which was later revoked. Where clinics were constructed
on public land, it seems that proper. permission was obtained from
the local authorities. These local authorities have difficulty
maintaining a consistent position. In several cases, it appears
they have subsequently revoked the permission capriciously when an
objection arvse. This is the second major construction delay and is
clearly the fault of the government. MOH should have been aware of
the problem of siting these temporary shacks on privata property,
however they have no apparent involvement in the dispute regarding
public placement. T.e net regult has been a variety of bizarre
occurrences, including: landlords' re-seizing portions of their
property and building apartment houses or fences; arrest of
contractor crews for trespassing; physical assaults on coutractor
personnel; destruction of construrtion already in place; theft of
stored material; other harassment.

Zone 3 has been especially a problem as there is a sort of local
range war perpetually in progress in that area between verious
factiona. (Note: Residents may nave ~bjected to the use of public
land for temporary clinic facilities because they are skeptical of
the goverment's intention to return them to other rublic use.)

Dr. Nabahat blames this problem on onc¢ official who has since been
transferred. Nevertheless, this is an on-going problem with the
latest incident occuring as recently as fugust 23rd of this year.

In at least one instance a temporary building has been erected three
times and dismantled. In the zone near Ramses Squa.e (Zone 1) the
contractor complains that he has been prohibited from starting in 3
of S buildings for this reason. Although it is normally desirable
to get local citizen involvement in this type of project, the manner
and type of involvement in these instances have been
counter-productive.

3.1.3 Dalays caused by redesign

In an attempt to avoid these complications and to prove that the
additions are of a temporary nature, a decision was made to redesign
S of the additions, utilizing aluminum. (The aluminum additions are
discussed separately in thiy report.) During construction the clinic
building at E1 Musky was found to ba in an advanced state of
deterioration and in need extensive structural repairs. 8ince the
contract for this zone contained no quantities for additions this
work must be renegotiated. Algso the contractor has written a letter

o



denying any regponsibility for the repairs due to the state of the
building. El Qalaa.required redesigqn of the additions because of
owner objection to its placement. Boulahia will require redesign
when the structural problem is resolved. This is the third
construction delay and is ongoing. :

J...4 NDelays Caused by Resistance of Local Clinic Personnel

MCH center personnel have been reluctant to vacate premises or to
move into smaller temporary facilities. The contractors and Alemara
state that significant delays were encountered in getting the clinic
personnel to mova into temporary facilities, and in some cases the
personnel refused to let the contractors begin work initially. The
size and type of construction of the shacks was one problemn
mentioned. In other instances, the operating personnel seemed to be
reluctant to interrupt their services. Generally these problems
ware resolved by negotiation betweeen the contractors and the clinic
personnel; often a tradeoff resulted with some favor given to the
clinic personnel, such as allowing them to remain in one or two
buildings while others were being renovated and so on. This is the
fourth censtruction delay and is the reponsibility of MOH. Dr
Nabahat denied that this problem occurred in more than 10% of the
clinics, althougn the contractors and Alemara state that it cccurred
repeatedly. '

J.1.5 De’ays caused hy slow Payment of Invoi<es:

The contractors state that they have been verciving payiaents 2 to

3 months after subaission of vouchers. They have had toc suspend
work on occasion until invoices were paid. The contract calls for
20 days maximum between submniscion of in'oice and payment. This is
the fifth const.uction delay and should be resolved immediately as
it is unfair and may result in claims. This delay may be an
outgrowth of the dispute on documentation of invoices which is
digcussed later in this report. Alemara admits to being at fault
for at least a portion of these deluys, and has arhitrarily delayed
payinents recently in an attempt to get contractors to submit
progress schedules.

3.1.6 Delays caused by Inability of MOH to give contractors-
unrastricted access to their zones.

To avoid dealing with a different contractor on each clinic,and to
promote efficiancies a decision was made to let all the work in one
MOH administrative zone as a unit. The contractors submitted their
bids on that basis, and are now denied accesss to major portions of
their projects. The contractors point to this ag one reason they

have been unable/unwilling to make better progress on the portions
that are accessible to them. 7This is an igsue in 4 of 5 zonos and
is the sixth construction delay. It is an outgrowth of the other

problems.,

AN



3.1.7 Summary of Construction Delays:

l. Pailure to get owners' firm written permission to remodel
privately owned property. (MOH)

2. Failure to provide for undisputed areas for temporary clinic
locations. (MOH)

3. Requirement to redesign additions to rented property using
temporary type materials. (MOH)

4. Lateness of contractor payments. (Alemara)

5. Reluctance of doctors to vacate clinice or to occupy temporary
shacks. (lIOH)

6. Inability of MOH to provide unrestricted access to all clinics
in a zone. (MOH and Local Government)

3.2 Comments osn Constructiun Delays:

The progress on these renovations has been disappointing. However,
taking into consideration all of the above problems, it is not
surprising the proj.ct iz well behind schedule.

Delays 1 and 2 are major delays which are as yet unresolved, and are
clearly management problems which should be resolved by MOH staff or
their consultants. They are not the responsibility of the A & E
Consultant or construction contractor. Delays 3 and 4 are major
delays which are as yet unresolved, and are aggravated by the lack
cf cooperation between Dr Talaat and Dr Karim. Delay 5 was a
relatively minor deluay which seems to be regzolved. Delay 6 is a
rasult of the other delays and the contracting mode. These delays
and suggestions for resolving them are summarized in paragraph 3.4
thru 3.4.4

3.2.1 Progress in Zone 2

It should be noted that in Zone 2 the work is proceeding quite well
and the quality of the work is very good. It is my understanding
that the Zone Director and Alemara cooperated in solving problems in
this zone. This zone did not have either the aluminum redesign
problem or the "shack" problem, and the contractor has had
relatively unrestricted access to his work. Dr. Nabahat attributes
this success to the contractor, being in her words "a very good
contractor”. It seems that the owner . ! the privately owned clinic
building (Helwan Awal) has been cooperative. This building was
completely redesigned after contract award. There is no written
agreement between the landowner and MOH regarding these
constructions.

5



3.2.1 Latent Issues to be Considered

There are two large issues which have not been confronted to date.
First the contractors certainly have more than adequate grounds for
extensive claims, and in fact mentioned thig subject peripherally in
our discussions. Secondly there has been concern expressed that the
owners have yet to be heard from. They may make a concerted effort
to reclaim their property based on legal technicalities. There is
ample evidence for this concern. At Ain Shams a portion of the site
has been seized by the owner and subdivided. At Al Zatoon the owner
has seized onehalf of the gite and erected a 5 story apartment
building on it. At Al Musky the owner has convinced the local
authorities cnat the building is unsafe, however this matter is now
being contended by MOH. At Al Assal the owner has erected a fence
which effectively precludes additions to the buildirg.

3.3 Conflicts between ialemara and Engineer Talaat

An atmosphere of conflict seems to have evolved centering on
differences of opinion between Engr. Talaat and Engr. Karim. This
devisiveness tends to be an underlying and recurrent theme in
discussion with aluost all personnel contacted. They appear to have
beun a significant factor in prolonging sevaral of the delays.

3.4 Aluminum Additions

To obtain the functional relationships considered degirible by the
MOH, tiie original design included additions to seven of the rented
clinic buildings. As the MOH became more concernecd about their
leqgal rights, a d.cision was made to redesign the additions to 5 of
these buildings using a more temporary material, in this case
aluminum. These additions are desianed to have reinforced concrete
footinggs, a concrete sladb floor, prefabricated aluminum walls and a
prefubricated roof. Alemara has suggested that the landowners be
notified of this intention and their approval givan prior to
procaeding. Dr. Nabahat does not want to get landowners' approval
as she feels it may highlight the issue and create problemg. She
states that if the owners object after the additions are
constructed, they will be told they are temporary and will be
removed when the lease is torminated. Engineer Talaat supports this
approach. This entire issue is difficult to evaluate. It would
appear that the change from conventional to prefabricated aluminum
design is a transparent attempt to rationalize the "temporary"



aspect of the additions. Removing conventional masonry structure at
- the termination of the lease would involve very little additional
work over that required to remove an aluminum structure, especially
when both would have permanent footings. In the U.S., the
determining factor between temporary and permanent construction is
usually the foundation. The decision has been made and should be
implemented after the legal problem is resolved.

3.5 Recommendations for Future Actions on MCH Clinic Construction

The problems should be approached on a systematic basis. The
following recommendations are intended to offer an identification of
the problems by project (MCH clinic) site, suggestions and
timetables for their resolution, and a program for isolating the
problem areas so that the remainder of the construction can proceed.

3.5.1 Construction on Pfivate Property

This is a legal problem that directly affects 5 clinics (Manshiat El
Sadr, Al Zatoon, Badran, El Assal and Shoubra Awal). By inference,
it affects 2 clinics (EL Qalaa and Helwan Awal) and possibly the
remaining privately-owned clinics. There is a general opinion that
the additions are more likely to affect ownership than the iuternal
renovation. Dr. Nabahat states that their attorney has given them a
written legal opinion tc the effect that MOH cA~n remodel, make
additions to, and rehabilitate the rented properties, and that these
actions will not affect the lease. That legal opinion should be
immediately reviewed by USAID Legal staff. Inasmuch as the
contractors have already started the internal renovations, there
would seem to be no reason for them not to continue. The external
additiong should not be started until USAID legal staff have
revieved this ooinion and given their approval. If there is any
reagon to believa that the leases can be broken as a result of these
additions, there should be an immediate reassessment. Therefore, it
is most important that the MOH attorney's opiaion be made available
to USAID at the earliest possiblie tine. If this determination
cannot be mad: by 15 October 1982, these additions should be delated
from the contracts.

3.5.2 Temporary Clinic Locations

This problem seems to have been resolved except at El
Fagaala and El Zawya El Hamra. This should be confirmed
and all MCH Clinic locations where this problem is
unresolved should be identified. I guggest that Alemara,
USAID and the Project Staff all be represented in a
committee to go to the zones and attempt to resolve the
problem with the "shack" location or to secure a place for
temporary operation of the clinic. If neither of these can
be accomplished by 15 October 1982, the clinic renovation
should be deleted from the contract and withheld for future
contracting until the question is abasolutaly resolved. C"
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3eS5.3 Radesigqn of Additions.

Ag stated clsewhere in this report, the decision to
redesign the additions to 5 of the rented properties in
aluminum has not been implemented. USAID enaineers and
Alemara are now discussing this matter with the objaective
of determining the scope o thijg chande and precaring a
combinnd recammendation for Do, Nibkakat.  Tue negotiation
with the contractors should proceed 1mmediately’ and be
concluded so that work can kegin as soon as the legal
problem is resolved.

3.5.4 Building Permit at Ramlet Bulac

This construction has been suspended because a local
official is insisting that MOH have a building permit to
enclose a balcony. If this issue ig not resolved by
15 October, I recommend that the portion of the work
effected {(i.e., the balconv) be deleted from the contract
and the contractor be instructed to procced.

3.5.6 Ir*-ility of MCHl to provide unrestricted acceas to all’
clinics in a zone.

If the problems delineated above are resolvel, or actions taken to
renove prc.!-m areas from the contracts, the cantractors will have
unrestricted access to the renmaining work. Assuming thL2 worst
situation, the contracts will be as follows:

Zone 1 Contract

Clinic Near Term = Action Contennlated Probable Work Remaining

Ramlet-Bulaq Dele-ion of work to enclose balcony All work except balcnay.

Bulag Awal Delet:on of exterior work a“iaected All work except windnws
by billbcards and entrancu..

El Musky Corii.letion of major redesign and All negotiated work.
negotiation with contractor

El Fagaala Will be renmoved fronm contract iof Deleted.
tenporary oporatinyg spare 13 not found

El Sabtia None All original contract

work.

This contract shonuld not require anendmant or ronegotiation except for the El
Musky work.



Zone 2 Contrazt

Clinic

El Zawya El Hamra

Manshiet El Sadr
El Amerya

El Sharabia

Zone 4 Contract
Clinic

Matariah -
Al Zatoon

Ain Shanms

Zone 5 Contract
Clinic

Badran

El Terra EI Boulakia Pelation of clinic from contrace

Al Assal

Shoubra Awal
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Near Toerm = actinn Conteaplated

Probable work Fomiainine

wone

Negotiate aluminum addition
pending legal opinion
None

None

Neaf Term =~ Action Contemplated

All work in original

contract.

All original work except
for additions.

All original work.

All original work.

Probable Work Remaining

None

Nego.iate aluminum addition
pending legal opinion

None

Near Term - Action Contemplated

All original work.

All original work
except for additions.

All original work.

Probable Work Remaining

Negotiate aluminum addition
pending legal opinion

if e<ructural problem not
resnlved
Negotiate aluminum addition
perding legal opinion
Negotiate aluminum addition
pending legal opinion

All original work
except additions.
None.

All original work
except additions.
All original work
except additions,

(>



3.5.8

3.5.9

3.5.9.1

Je5.9.2

"Suqgestions for Negotiations and Evaluating Clinica

A3 indicated in the discussions in paragraph 3.5.1 thru
3:.5.6 above therae may be zcae significant reductions in
threa of thn four construction contracts. Particularly in
the contracts for zoneg 3, 4 and 5. These reductiong may
involve more-than 25% of the contract. If so, a new
negotiation must be made with these contractors in

conpliance with the contract. . Additiunally there will be a

renegotiation on the aluminum additions in the contracts
for zones 3, 4 and 5 if we are to proceed with that work.
As stated in paragraph 3.2, there are undoubtedly some
pending claims for delays already encountered. The
contractors should be requested to statc in writing whether
they intend to submit clains for detays up to this point.
The amount and justification for eacih claim should be
submitted for evaluation and negotiation. These matters
should be resolved and not left tu the end of the ontract.

.

Staffing Re~ommendations

The c¢oncept of having A and E consultan.s to advise

Dr. Nabahat (thea Talaat Group) has not proved to be
productive. The prinicipal recason ¢-~ems to be that their
Scope of Work directly conflicts with the scope of work of
the design consultants. It is =7 opinion %hat the USAID
engineering staff snould provide more assis=ance, and are
in a better position to recommend actions to assist the
implementation of the projectcs This increased involvenment
is alceady teing implemented and should supplant the nced:
for other engineering advisors. Thereforc I recomnend that
the position of A and E advis~r to Dy. Nabahat be
terminated. Ail vchicles, materials, reports or
information in . heir pcssession from this contract should
be returned to the project. T7This change should be

inplemented as soon as possibla.

Alenara Company

This contract is about to expire. This company has
discharged their duties quite well, and is alnost :
inaxtricadbly involved with the project. My opinion in that
it would be a serious =istake not to renaw their contract.
I recomnend this be done without dolay.



- 130 -

3.5.9.) Aadditieonal Asaistance for the Project

It {3 likely that in the near future, it will be obvious
that the project will require an adainistrative position to
agsist in keeping projact rcecords, mnnitoring routine
reports submissions, and information gathering of a non
technical nature. The USAID project manager in
consultation with USAID enqgineering and the Projecct
Director may wish to consider this staff addition. I
suggest the decision be temporarily aeld in abeyance and
considered after the new system has had a chance to
operate. (See attached proposed position description.)

4.0 Construction of General Urban Health Centcrs (GUHC's):

Eight GUHC's are to be constructed in the Cairo Area. DMoM/Kidde is
the design consultant. The preliminary design and report was
submitted in March 1982 and was approved by MOH. There has been
some subsequent hauvyling over the amendment to the agrecment
principally between USAID and DMJM/Kidde. The amendment has now
been approved by USAID (1 September 82) and an agreement has been
signed between DMJIM and Misr Engineers for local rreparat.ion of
working drawings (7 Sept 82) Misr now has > months to prepare
working deawings. The principal delay during this period has been
caused by tne USAID/C!SM/Kidde disagreement.

5.0 Construction of the Center For Social and Preventivo Medicine:

DMIM/Kildde was given instructicns to proceed on prelimmary design in
December 1981, And should have had their prelimino~y design couplets
in 4 months (April 1982). They have been delinquent nn this work
but now the preliminary design has teen approved (Auqust 24, 1982).
There was sorie delay causcd because the property sirvey was not
obtained by the GOE until February '982. This still maxes the
design 2 months late. Some of the delay must be piaced with the
GOE; howsver, nost in the fault is of DMIJM. DMJIM expects to have
the preliminary design report copnplete in Decenber 1982.



Conclusldns:

l.Adlcmara:

rhis ccapany scems to be discharging {its duties
very «“ecll. A pronject such as this (i.e.
remodeling) always requires a significant
involvement by the A & E during the construct
phase. There are nany problems-and delays
begetting these projects, however very few of

‘then originate with the A & E and none of the

major ones. There are some problems associated
with reports, however these do not inpact on the
critical path.

20 MOH Consultant:

Advisor- Engr Talaat secms to ba doing the work
described in his contract “"scope of wosk"
satigfactorily. His CV does not indicate much
background in the re.odeling of buildings and in
fact this secems to be his weakest area. It is
unfortunante that he hasn't been able to solve
any of the major problems and delaSs. He also
seems .0 have cosidaerable difficulty staying,
within the role of an -advisor.
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Suggested
Scopa of Work

Intermediate Adninistrative Position

The incumbent will :

l. Determina the dadninistrative actions and their due dates described
in the various A & E contracts and monitor their completion; and note
any delinquencies and provide the Executive Project Director with an
appropriate ronthly listing. '

2. Attend monthly progress meetings.

3. Note outstanding actions from monthly progress meetings and their
suspense dates; and keep reqular records of their status for yeporting
to the Executive.Project Director.

4. Assist in the coodination and follow-up of actions of other
agencies or governmental units which impinge on the Project.

5. Serve as a speciai projects officer to handle routine matters
associated with construction.

Qualifications: Incumbcit should be a graduate of an accredited
engineering school; and should be familiar with the Project and the
procedures of the MOH. Incumbent should have at least 3 years
administrative experience, particularily in relation to an externa.

donor funded project.




ANNEX E

. Special Evaluation nf tha
MCH Urban Healthr lelivary Systems Project
Social Scinntist'n #Aceport on Project Activities in Cairo
YHawal El Messiri Hadim, Ph.D.

1. Introduction

This report was initially meant to discuss the impact of the pruject on its
target groups. According to the project paper, the project is to "upgrade and
modify the existing maternal child health and family planning delivery
systems™. The target group to be reached is women of child bearing age and
children under 6 years of age.

In an initial meeting of the evaluation team, it was decided that at this
stage of the project, partly due to the delay in the renovation activities, it
is rather difficult to assess any impact of the project on the users, other
than the fact that, they now receive services in crowded temporary facilities.
For purposes of evaiuation at this phase of the project, therefore, the target
groups are considered to be the providers of the services at different levels
of the organizational structure. This report addresses four main issues which
are considered to constitute the core cf the evaluation of services at this

particular phase:

A. The provide=s' wriews of the project

B. The extent to which awarenes3s and understanding of the project's
objectives and implerentation plans are filtering down to personn.. at
various levels of the health services systen.

C. The project's relation to the axisting MOH organization at central,
governorate, zone, and facility levels. '

D. The problems encountered by the providers as a consequence of the
tenporary stace of renovation and their impact on the project.

The information presented in this report is based on personal observations of
temporary centars and centers under renovation and on interviews with the

following ruesource persons:

A. Officials in the project's central office

'B. Officials at the Zone level of the Old Cairo Zone

C. Personnel of four MCH Centers: Maadi, Heiwan Public Housing, Old Cairo
(all of which the project's Executive Director suggested to the
consultant), and Ramlet Boulaq (selected indcpendently by the consultant)

D. The director and social wvorker of the project's pilot GUHC at Tora.



2. Sncial Apaivsis and Svaluation

This repoxt aimg at assisting the project's managerial staff to achieve the
overall objectives of the project, by evaluating and assessing the presant
situation.

The project paper outlinea four major components for upgrading the services in
the urban MCH faciliticg of the MOH:

l. Improving sorvwices through renovating buildings will create better
working conditinng wnich cventually will have an impact on both
users and providers of services.

2. Training and reeducation of providers i3 expected to improve their
performance.

3. Improve and develop hcalth servic .s outreach and encourage cocmunity
participation.

4. Devise systens for providing data and information required to plan,
inplement and evaluate delivery.

Those same components are followed in the remaindnr of thls section ¢4 tho
Social Scientist's Report, followed by cornents on lessens learned in the u3sa
of temporary facilitics during renovation.

2.1 Renovat:on

Tne UHDP Cxecutive Director and her staff . : heavy emphasis on the Lnpact of
improving the physical atructures of the buildings. Problexms of constructlon,
relocaticn to temporary cenzers, and the delay in construction Consume a great
deal of their time and energy.

Delays in renovations are creating acgative repercussions on all asnects of
the project which in turn arec filtering doom to all luevels of proviiers and e
the users of sgservices., Furthiernore, delays 1a rencvations have becore,
sometimes undualy, the scape-gnat for any shortcomi-q3 or def:cioncies in the
differen= aspects of plan implementation. VFor exasple, even 110:.4Ge3 1.
outreach act:ivities ara attributed o renovations,

The project has its own conceptual frane four renovation which {3 well studied
and planned. Fron the conatruction perspective, it 13 rore pract.cal and
econonical to seek standardiczation for renovation activities. Howaver this
could result in leaving little roomn for variat:ions which are attiiduted to thu
social environment of each locality. 7Threo asuch variations in smociel
environments could be singled out.

- Centers located in public housing localitina (3oven centers).
- Centers located in traditional popular quarczers.

= Centers located in peripheral areas.



- 3E -

It has been noticed that rosidents of public hnuging areas are often rough and
have littlie concarn asodt the pryticdl atonctures :n thels aniqghborhond,  The
buildings are xnown to be public praperty and accordingly ceveryone has tha
liberty to uze and abuse them. External open arcas could be casily
exploited., Under such conditions it is recomnended that the centers be
sheltered from the exploitation of the gocial environment. The center of
Ramlet Boulaq presents a striking exanple where therc is a need for the
renovating prccess to asgsure the security of the providers. 1t hecomes
cgsential to have a Sseparate entrance and to avoid large agglomeraticasz of
clients inside the builcing by, for example, orienting tie pharmacy to the
outsida.

In traditioral areas where neighbours have close knit ties, going to a clinic
is considered to be a social activity®.(FOOTUOTE: *Check Evelyn Early's
disertation on MCH clinics in Boulaq.) Thus rencvating the buildinga on the
basis of waiting areas for the sick and othcis might not always be acceptable
to the local people.

In the centers located in peri-urban arcas, more room is needed for the
accomnodation of "found” children. MCH centers in those areas receive morg of
these "found” children. Parents who abando:n their children seex far and
secluded nlaces.

These are exanples of Lome of the problems I have noticed which prompt ma to
reconaend that in the process of renovation a certain amount of flexibility
needs to he applied. The best gsource for depicting the characteristics of
each locaii’'y are the personnel of the units thamselves.

2.2 Training of droviders

Training progyrang for all conponents of *Ro project have been dovised.s In
general, traincea appreciate the training courses. Trainces showed nore
interest and involvenent in thoe taechnical courses related to thelr
specializat:on. However the tdea of an interdisciplinary approach to the
program has not filctered Zown to tho traineesd.

The qaneral icpression one qgets La that The trainees are not putting the
knowledge acgutred =20 effective uin. Presencly they ara presusced to ba
atoring thi4a 1nformation, walting to gfut :% into »ractice wnen tihuw ronovat.ons

\ K} ]

are conpleted and ey move back tato toe pernanent facilitles. [t 13 true
that certain aspects of the trarning could n3% be :mplenented in the terporary
centera. MHowever, tying the training that cloasaely to the ronovation ratses

certain questions:

= 1Is it posalble to undertake an effective training proyram without
renovat'on?

= How long could the traineea retain tra infornation without practicing 1%?

= What will be the nizuation if %here are further dalays in ronovations?

= Will there be a naed for a refreshar courses? -

/]U
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Althouagh traineea'’ vesponses to the training are collected hefore and after
attending the courses, it is extremely important to have a systenatic
evaluation of the impact and utilization of the training on the trainces even

before they move to their renovated centers.

2.3 Outreach and Community Participation

Tools for implementing outreach activities, such as questionnaire formats for
nidwivesg, traditional birch atteandants and users characteristics have beon
devised. However, outreach activitics of midwives and assistant midwives have
decreascd in the tenmporary centers. Also, very few outreach activities are )
undertaken by the social workers. A major outreach activity that is taking
place is that of locating host families for "found" children. The pilot GUHC
at Tora has experimentally done some health education outreach activities
through the health educator. These activities were hampered by delay in
arrival of health education materials and equipment such as projectors and

handouts.

It is recommended that outreach activities necd not wait until the renovations
be complete; on the contrary, outreach activities need to be intensified at
this stage to make up fo. the shortcomings of the temporary centers.

2.4 Data and Information Systems

Data compilat:ion needed for planning, implementation and evaluation is not yet
established

Pecording, storage and retrieval of data at the temporary venters is next to
impossible due to shortage of gpace and facilities. This leads to losing
important information which could be used for planning and implementation.
For cxanmple, centers corplain of loss of clients due to the renovation.
However not a single center could supply me with £iqures to support such an

arquoent.

Social workers and health cducators xacp records of the dates and numbers of
their home wvisit3s, and supervisors are supposced to check these records. No
ponitoring or evaluation techaiques have been deviged to check the content of
the outreach activity or {ts effecls on thn community.

Similarly, techniques for evaluating the traineecs' work i{in their centers have
not bacn devised. The criteria for such evaluations need to be selected.

At the central level all cooponents of the project are considered to be
equally tpportant: there is a clear underatanding that each corponent fceds
back i{nto the others. It secma, howewer, that at this stage of implementation
vertain cocponents receive nore erphasis and attantion than the rest.
Renovation ranxs firast and training ranxs next, leaving outreach activities
and data corpilation with aininum acttention.

This ranking does not necescarily reflact priorities of the project but rather
reflects consunption of time and enorgy of officials at the central level.

=l
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Theorctically channcis of comnunication are %o flow from the central office of
the project to the zone and from there tn the MCH centers.

Information about the project and its objectives is filtering down all levels,
but the various mecsages are received differently bty the different levels and
different cunters. ' The reactions vary from enthusziasm to indifference or
suspicion.

The projecct is the main and onlv jnob of the officials at the central office.
Their future carcer and reputation depends on its success, therefore they
exert every cffort to make it successful.

Unlike the officials of the central office, the officials of the zone offices
have numerous other responsibilities besides the project. To them the project
means more work. They are responsible for implementing, supervising and
evaluating the project as part of their routine work. They arec the least to
benefit financially from the project, though they are the ones who will be
Zinally responsible for maintaining and continuing the services in the
centers, especially after the end of the project. Given all these
circumstances, one could not expect them to be very enthusiastic about the
project.

Personncl of the centers are in an ambivalent situation. They feel that they
are the beneficiaries of the project, yet their power, future and reputation
depend both on their zone directors and on L.e neighborhood they serv.. Zone
directors control distribution of positions and procomotionsg, while the
neighborhoou supplies them with extra income =-- through giving access to,
private paticnts.

Clinic staff members believe that the project will lead to better working
conditlons, which they like, but it {s ctill questionable whether tae
inprovenents will lead to increase of income. Many of them are indifferent

and skeptical about the project.

2.5 Lessons Learned from the Rerovation ond 'Jse of Temporary Facilitlies

- Time given to renovation should be realistic .nd fixed. Many problems
could have becen elinminated if the renovations were completed in tine.

- Temporary facilities do not necessariiy nean inconvenient facilities and
inhuman conditiong, which ultimately have negative inmpacts on tne MOH
and the project. Renovation witiiout roving to temporary facilities also
provad to be inconvenient. ' :

- Personnel of the centers should have more input in the renovation.

- Personnel of the centers often have certain intuerests which are not
necessarily the beat for the project.

- Thae Social environment should be accounted for in the renovations

= Bafore moving to tenporary facilities an inplenentation plan should be
developed for the tranasistional perfod, including outrecach activitiaes.

72
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3. Rosults of Interviowsg with Providers and Managers of Health Services

J¢l Rezpnases nf Cfdiciils in she Urban Health Project's Contral Office

At the central office interviews and discussions were carried with Dr. Nabahat
Fouad (Executive Director), Dr. Eng. Ibrahim Karim (N & E Coritractor),

Dr. Ensaf Hanna (licad of 7Training Pesearch & Development), and Mrs. lkbal
Hanna (Hcad of Social Services).

There is consensus among thisg central nffice group that evaluatinn of the
impact of the project on the usars and on the personnel of the MCH would be
prermature at this time.  They heliove that the impact of the praject is very
much depandent on completion of the construction phase, and prior to that they
expect no changes in attitudes or services. On the contrary, during
renovation they expect to find deteriorated services and little cnthusiasm,
due to the inconveniences of the physical settings of the temporary MCH
centers.

All project personnel at the central level are extremely enthusiastic about
the project. They feel that a great amount of thinking, research, planning
and energy, as well as money, has been invested in the project. They k2lieve,
however, that the tcaporary stage could have been saoother if the project had
provided large mobile centers to accomodate the services.

The A &§ E contractor and the executive d_rector differcniiate betwecen
renovation and upgrading of MCH centers. nenovation could mean just .leaning
and repairing the physical structures of the centers. Upgrading, in their
view, .involves a wider spectrum of activities. A & E Contractor Engineecx
Ibrahim Karim expressed enthusiastically that prior to reconstruction of the
centers many resource bodies and individuals were consul”ed. At one point a
comnittee composed of reprasentatives from USAID, Wwestinghouse, Project Staff,
and the MCH (Dr. Lutfy El Sayya<d) discussed the flow, circulaticn and
interrelationships nf activities in the MCH facili+iecs ard how to ingarporate
them in the remodelling. (YNote: There were about 20 sub~cotuaittces.)

In response to my question as to the involwanent of the MCH personnel in the
planning of the remodelling, Dr. Karim said that the comnunication wasg a
two-way process. After the above comnitzee set the concaeptual frame for *+he
ramodelliag, field staff (including d:rectors of zounes and MCH centers, t cial
workers, pharmacists, and dentists) wers given a chance tn each discuss
specific problems related to Therr arcas of specialization. Also when the
renodelling plan for cach center was put on paper they were again consulted
and the centers' directors were asked to sign the model plan.

Dr. Nabahat and Dr. Karim explained to me the logic and philosophy behind the
different concepts in the remodelling process, such as the separate flows of
eirculation of the sick and the healthy, utilization of waiting spaces,
interrclationships of activities, heating and cool:ng, and cleanliness and
sanitation. Whan I asked if the personnel :n MCH centers are awvare of the
details and explanations given %o na, I was told that the conters' perionnel
are not awvare of nany of these detaila tecause it {3 teyond their inagination
to believe that such a change will take place. 7They have to guu Lt nappenning

and existing so as to believe it.

1



Furthermmore, Dr. YNabaRuat and Dr. Xarim believe that it ig very difficult to
please the personnel at thie health facilities. Dre Marim recorded on a video
tape the condition of the centers prior to the remodelling. He is ready to
show it to personnel who complain about the improvemcents of the centers
becauze he fcels that "They are always jealous and suspicious of other
officials®. Dr. Nabahat atributcs this attitude to the salary scale. Thuy
both doubt.d that the project will be fully successful if [t {3 not
acceompanied by an incentive system.

Developnent of the human resources for upgrading scrvices consists essentially
of traininy programmes.

The director of training, Dr. Ensaf Hanna, is full of enthusiasm for the
training programs. Training programs for all components of the project have
been devised. Dr. Ensaf sees the role of the central office in training to Le
one of planning and program development. The officials in the central office
depend heavily on inputs from zone officials. The zone authorities have to
supply the central office with the number and specialization of personnel in
each level, to pernmit the central office to arrange and plan for the number of
workshops and the number of participantsg in each. Once this {3 established
the zone officials are to supply the central office with the nanes and job
titles of the selected participants.

The central officc then conducts the training courses at centra) or zone
facilities. The central office considers itself responsible for evaluating
the training prog-am through testing the level of knowledge (and skills?) of
the participants before the course:and immediately after finishing. The
central office doces not corduct any on-the-job evaluation of training
particirants in the centers where they werk. The Training Director fcels that
this shoula be instead the responsibility of the zone officiais, who should
play a more active role in supervisgsing, conito~ing and evaluating the MCH
personnel. There ls some informal follow up, by central office officials, of
personncl who atten-“ad training courses, but no materials and no formal or
systematic method rur on-the-job evaluation has been developea by the czntral
office. There is a need, of which the central office gtaff is aware, to
develop criteria for evaluation of the trainces.

Dr. Insaf of the central office believes that the personnel of the MCH have
profited from the training courses, that tihey have gained additional
knowledge, but that this knowledge {s not yet internalized to allow it to cono
out spontaneously. She thinks that this nmight be attributed to the fact that
the present physical setting does not encouraqge change and believes that once
the trainaes move to the renovated centers they will utilize the information
they acquired from the training courses.

At the central office, the outreach coaponent of the project is exenplified by
the plans of the Informat:on, Education and Coznunication Unit. These are
considered to be the donain of the soclial worker, who collaborates with the
training unit and attecpts to provide then with relavant information needed
for the developnent of the training prograns. For the purpose of the outreach
conponent, the following activities have been accoomplished in the central
office.

14



T™wo interviewing formats have been doveloped to assess the knowledge of
the midwives and the traditional birth attendants. (Very few cases have
bean interviewed to date.) A third format was 4neisigned for tha MCH
users.

Messaqges for breast feeding, cnvironmental sanitation, diarrheal digeasca
and rahydration have beean developed.

Programs for home visiting and participation of community leaders are
also developed as part of the outreach component.

Though Mrs. Ikbal mentioned that she works through the zone offlicials, sho
herself took IECU Programs to each of the health centers of the project areas
and introduced the social workers of the centers to them 3o that they can use
them to provide service users and cormunity members with health education.
Mrs. lkbal feels that up to now soclal workers are not leading any group
discussions and that if they do any health education at all it is on an
individual basis. Comnunity participation activities have taken place only in
the project pilot GUHC enter at Tora, because it is the only center which has
health educator.

3.2 Regponges of Of€ficials in the Zone of 0.d Cairo

Officials at the zone level believe tha*t the project st-ff in the central
office are only responsibla for planning, and that they at the zone level are
the ones who mmst face the problems of implementatin. The major problem that
they are having is solving the inconveniences which resulted from tne
teaporary center~. &S a consequence of crowing, the personnel of the centers
are in a constant state of disagrecnent - no one igs satisfied ~ and ranvy
patient recceo-ds are lost. lany activities such as circuncision, inpatient
clinics and IUD insertion have becen disrupted due to shcrtage of space.
Storaqge of fcod and medicine has becone problematic. Centers which were noved
to tenpora-, locations far fron tho original facilities nowv serve fewar
clients. It took even those clients some tize to £ind ¢he new centers.

Officials ‘nterviewnd in the zone do not think *ary hignly of the
effectiveness of the training prograns. The techaical training will not help
the participants financially, and thrhe training for administration 18 not
necessarily ugeful. The training 13 not u3sc:iul or applicable after the
training course is complcted. The following statement was made by the Old
Cairo Zone's Directcs of MCH: "No matter how =any training couraes are given,
how do you expect to change the porsonnel's performance when you are
overburdening then with extra work such as filling out questionnaires and at
the same tinme giving them no incentives or extra salary?”®

The zone's MCH Director also feels that the MCH personnel are the leasat
privileqged officials in thoe MOHM becausc they do not have the financial
advantages of offering "ecorcaic treatmont®, (Dr. Nabanat informad o thrat
the project is considering the posstb:lity of initlating "ecornnn:c treatzent®
in the MCH centers, but zone personnel do not know this.) MCH cenzors suffer
fron shortages of staff because they do not have acceas to incentives (as do
for exanple, hospital personnal).
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Officials of tha zoncs are responsible for nnainating participants for
in-country and out=-of-country training programs. Change of personnel in thae
centors is a major obatacle in that areca of training. Many of the medical
doctors who had been trained for the project have now left the project
centers, and many of the present gtaff know little about the project.

3.3 Responaes of MCH Personnel

Four MCH Centers were visited. The Maadi, Helwan, and 0Old Cairo Centers,
visited at the direction of the project's executive director, are located in
neighborhoods atyp.cal of those served by the MOH facilities, because they
have relatively higher incomes. The fcurth center, Ramlet Doulaq, is located
in neighborhood more typical of MOH facilities found in public housing, and
the situations, frustrations, and problems noted by the center's director are
probably more ‘ypical cf those faced in such centers.

3.3.1 Maadi Center

The Maadi Center which is presently undergoing remodelling is a villa located
on an elegant and fairly quiet street. The tenmporary center is four or five
streats away. Because the director of the center was concerned that the
clients find their way to the temporary location, a poster indicating the
address of the temporary location was left on the gate of the permanent Maadi
Center. Furthernore, the director of the center assigned one of the nale
atto.dants to remain at the rencvation site ty direct the clients to the new
location. In spit2 of thesc measures, the director noticed a drop in t'.e
nunber of clients aftor moving to the tenporary center.

The personnel of the Maadi lLenter as a group discussed with me “he problen of
space in the temporary center. At the temporary location, twn roonsg nust
accomnodate 24 staff mermbers and the clients. One room igs uged by the rnedical
doctors, the pharmacist and the social worker. The other room is used by t.e
nurses, asslistant midwivcs, and attendants during the day. In the evenings
the asgistant ni-dwiveg of the night shift use it .o sleep and o receive
ecergency cases until they are transferrod %o the hospital. “Found”
(abandcned) children ~re placed sonewiiere i{in the two rooms until a host fanmily
receives them. The corridor and thke ontranc: are used for oceting clients,
insertion of IUDS, exanmination of the sick, and distribution of drugys and
foods. The director of the center feels that this crowded condition did
affect the number of clients coning to the center.

8 a consequance of shortage of space, no inpationts are received for
deliveries in the tenporary center. All cases in labor are referred to the
honapitals. This also reduces the number of clients.

The temporary center does not have access to a car tn ta<a the assigtant
midwives into the coomunity for home deliveries. ‘The director of the center
says that thore has been a reduction :in the aunber of births delivered through
the center. Midwvives and assiatant aidwvivea have becn accopting and angaging
personally in deliveries a% clients' roz=es, for -oney. 1In the tanporarcy
canter, health education and kitchen domonstrations have stoppad corpletoly. ‘1
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The outrecach activities of the social worker are limited to finding nursing
mothers and finding host families for the found children.

The medical personnel of Miadi center believe that tYe renovation will lead to
better service. However tho director of the center considers that rcal change
in performance is feasible only if the director nas the power of punishment
and reward. Tae personnel helieve that incentives are inmportant, but that
even without them the renovations will lead to changes in services.

Medical personnel think that the training courses were useful, though some of
then were repetitious (e.g. rehydration) both within courses and fronm one
course to another. The director of the center believes that the courses given
to the nursing staff raised their level of knowledge but not their performance
and that without her strict supervision they do not practice what they were
taught. <

The director of the center accompanied me to the construction area. We went
through all the rooms and she pointed at what she considers to be weakncsses
in the plan. She was verv much opposed to having the dentist's raoom on the
second floor, especially in the absence of a waiting area on that floor. She
expressed her fear that dental clients will sit on the stairs and hinder the
movement of the other clients. The director also doubts the durability of the
wooden stairs under heavy use. She agsked me to convey I“r remarks to the
central office of the proje.t. She fcels that she is nore aware of the daily
prob'ems of tue center and should have b.ea consulted ahout the remodeling of
the center. (I was informed latter by Dr. Karim that the second floor has a
large vaiting rocm. The director of the center considers this rocm to .e her
office.)

3.3.2 2lwan Public Housing Center

The Helwan Ceater whi~h i3 undergcing construction is a one=-story building
with an open space surrounding it. It is located in the market arca of the
public housing. Due to renovation this MCH center i5 hosted in the tuilding
of the Medic:x. Canter of Helwan which 18 locatec in the midst of the public
housinc, but three xilometers away from the Helwan Center.

First I net the director of the host center. I asked him 1f the presence of
the temporary center i3 creating any problems for nis center. He 3ai1d that
two rooms of his spaclous center have been assigned to the tempocsary center.
They have their own entrance, and the temporary center has little impact on
the services of the host center. I visited the area allocated to the
temporary center. Tne two roons had at least 100 wonen and children crowded
into them. Many services were simultaneously going on, and cholera
vaccinations were adntnistered on the stair-case. Pregnant cothers wvere
valting for their monthly check up. Sick children were being axanined, and
someone, sonewvhere, was ha-uing out nedicines to the c.ienta.

11
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In spite of the crowids, the diractar of the center kelng remodelled knows that
ha loag% man? of ®is zliunts e 25 the renovation. Hawaver, he is very happy
with the new center but Jdoes rnot xnoW why he can not yet move to it. He
showed me the coadition of stored furniture of the center. He thinks that the
furniture is now not gond eonough to be repaired, but project officials say
,that it has to be repaired and used. The doctor feels that it will take
months to repair it and that even %hen jt will he no good. He feels very
depressed and frustrarted because he znows that his center is almost ready but
that the problea of the furniture will further delay his mnving. He asked me
to carry his request to Dr. Nabahat because he finds it very difficult to
arrange ncectings with her.

Like the director of the Maadi Center, the director of the Helwan Center is
also disatisfied with the location of the dentist's room. He says that this
roon is the onl, one that has a window overlooking the opcn space in front of
the building. This room could be used as a pharmacy so as to avoid the
crowding of the pharmacy clients inside the building.

3.3.3. 0ld Cairo Center

Like the two previous centers, this center also suffers fron shortage of space
in the tenmporary center. “n this center I had the opportunity to speak tn the
gocial worker. She has a very clear understanding of the objectives of the
project. £he said that the rcnovation aims at improving the services; +* is
not only painting and improving the physical structure, but also making the
gservices nore accessible to the users and the jobs more pleasing for the
providers. The organization of the clients and tneir circulation in and out
of the center will also creats a more ralaxing atmosphere.

The social worker also feels that the training programsg would definitely help
the ‘rorkers improve their performance. She benefized a lot froa the t.axning
programns. Courses on contazious diseases, vaccination, and sterilization werae
very useful to her, egp2cizlly when doing home visiting and during the health
education sessions that she gives to the clients. There was nne trairing
course which she did not profit a lot from: that was the coursec which social
workers shared with the asgistant midwives. In this course there was detailed
information about =he midwifary kit, the preparation of %he labor room, and
similar 1issues which wihere rather irrelevanst to the social workers. She also
felt that the assistant aidwives attending the training were not serious, and
she doubts that they benefited froa the program.

At one point the social worxer and other menmbers of clinic were consulted
about the renodeling of the center but they have noticed very little change to
date.

7he soclal warker felt that the useriy do not know nuch about the project, and
she has not bien doing any outreach activities. However she gives scrmc health
education to the waiting clienzs, based on ideas sne has acgu.red during the
training progrars. She never received any systematic lectures. She dovelops
her own specechas. She used o perfor= theae act.v:itied =ore rogulariy at the
original center.

Best Available Document
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The director of the center wasg very pesginisgstic about the project. She said
that she Xnows nothing ahaut zhe project and therefore cannnt pradict whnther
tha renovation will improwe tne jzervicas or not. She was furious that she
gstill does not kiow when the renovat:ion will be completed. She i3 also angry
because she fecls that all nf the remorks and idcas that she gave to the

projecﬁ about the remodeling were never taken into congideration.

3.3.4. Ramlet Boulaq Center

At this center I was abie to interview the director, the gocial worker, the
pharmacist, the clerk, one of the assistant midwives, and the megsenger.

The permanent facility of the MCH Center of Ramlet Boulaq occupies tha first
floor of three adjacent buildings of the public housing of Ramlet Boulaq. The
neighborhood and the whecle environment is a very poor one. The temporary
center occupies a two rnom apartment for the clinic and another similar
apartment for the residence of night shift assistant midwives. The temporary
center is facing the main center.

The renovation in this center is still at a very early stage. The
construction did start, but nothing has been happening for months and the
apartments are deserted and usad by strect peddlers and passers-by as a
resting place. :

The knowledge and views of the messenger, th~ clerk, and the assistant-midwife
about the project are summarized in two points. Cne is that the Americans
will renovat._ the center to make it similar to ! :erican health centers.
Second, the renovateu center will have "economic treatment”. They expressed
that this is what they hecard about the proZ:~* and consider it to b2 a dream
that might not come true.

The social worzer said that the project 2.ms at extending the services so that
the clicnts wili not need to go out of the district for health services. The
project will also give the clients new cards on which they could Zollow the
health status of their children. FRur<hermore, the waiting area will have
chairs which w:ill be marxed with different colors; those coning to tihe dentist
will use certain chairs, gvregnant rmothers use other chairs, etc. The social
worker got most of her information froa the T.V. progranm that Dr. Nabahat
broadcast recently.

The social worker attended three training prograss which she thihka will be
useful to her 1f she chanqgus her snecilalty. For exacple, the progran on
school health education would he of value to her 1f gie Jdecides to leave the
MCH and work as a social worker in school health education.

The social worker mentioned that she i3 not giving the users any information
about the project because she heraalf does rnot have a complate picturce about
the project. She does not even know when the renovation will be completa.

The clerk is rngpongible for the stores and the records of the center. Both
the racords and thie Zurniture and egiirment of the center cave heen dtored
sonewhere i;; Manial. Tha clerx dova not xnow wha%t nappencd o theae i1te=s An
the process of noving thea, nor does she know tie condition that tney dare in
now. In apite of “hat, the hureaucracy requ.resd 7a% anni4ally she prrjant to
the zone a list of the 1teas in her possesnion. This situation is ncaring her.

11
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The dairector of the center is very pessimistic about the projecte. He thinks
it is a waste of %ime, "Plinners of the proasuect dra sitsing in the foursth

Loor in an ivory tow:r they have never lived the problems that we are facing
in Boulaq. Do they know that we are living in the middle of narcotic dealers
and thieves? Do they kxnow that everything in the center was robbed and the
next day everything was returned? Do they know that one of the 'found'
children was stolen from the center? Do they know that I cannot keep alcohol
in the center? Do they know that one of the poeddlers uses the center 2% night
to sleep in and I cannos object? These arc ay problems. Iastead of helping
me find solutions for thom, Dr. Yahakat says that the project is going to
install "Lecico™ bathronms in the center and the zenter will have one entcance
for the healthy and another for the sick.”

- io

Given this physical and social environment of the Boulaq center, the director
feels that it has been totally erroncous to renovate the center, which
occupies apartments in the public housing. He i.as no control over the
neighbors. Even if the place is renovated he cannot stop the neighbors from
throwing garbage on his center, nor could he control the water leakage from
the upper floors. The doctor thinks that the best solution would have been to
construct a new center with a separate entrance. Barring that, the director
had suggested that tiic project renovations install a separate rear entrance to
the center, to diminish conflicts witnh the inhabitants of the public housing
in which it is lccated. (This i3 a mcjor problem, which has led to popular
expulsion of MCH centers from othcr government-owne-l public housing
facilities, as wag the case at the MCH center in the public housing facility
at €1 Asial visited by other members of the evaluation team.) His suggestion
was ignored, which leads the director to be even nore pessimistic about the
center's future acceptance by the community and renders hia furious.

The director, in surmavy, fecels that u..der present plans throe months after
the renovatins were completed no one would notice the changas anymoru.

To improve the performance and the service in this centar, the diractor feels
that he shculd be given more power over the jstaflf., At present he fecls that
nost of the praesent staff have fornmed expio:itative relationships with the
coraunity and that they aell their se-vices. He wants to have the power to
change the staff and to recruit nev nmenmbera and give then incentives so as to
perforn their jobs honestly and well.

The director of the Boulaqg MCH Center found trhe training courses.on
medical-technical aspecta of the conters work to te usnful, was interested in
them, and attended them roqularly. Other couracs, such as thosae on
administration and work problens, were irrelevant because they never prosanted
solutions to the problens.

3.4 PRasponises of providers at the Tora GUNC

Tora GUHC

Tora Centar {a the project’s pilot de=onatratinn center. It {8 locatad in a
less derninly populated area. The center itanlf is apacious and allowsg for
potential 1nnovations which could ba difficult to replicate in other in other

centers having less rooa and nerving larqger pojulations.

L] 1 - &
Best Availcule Decumeant
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Personnel of the center fecel that the renovation has been extrenely
inconven:ient. They keep moving their offices, papers and equipment fron one
section of the building to another. The construction dust and matcrials are
nessing the whole place. It is very difficult to clean the place.

The acting director of the center bhelieves that the training courses on the
whola were ugelul, especially thoge related to emergencies and sterilization
Training related to strengthening managerial and admsinistrative capabilities
on the other nand, is difficult to grasp without practical implementat.on on
the centers' files, which is not feasible at this stage.

Of all the facilities in the project, Tora is the only one which has a health
educator. The health educator tried to have several meetings with community
leaders. It was possible for him to accomplish this last because he is a
resident of Tora and was brought up in the arca. He organized monthly
meetings. One meeting was on Rat control and others were on sanitation in
general. He promised community members that he would show them films but was
not gupplied with filwn or projection equipments. In every meeting he kept
promising the residents improvements in services as a consequence of the
renovation. Now'it is embarrassing for him to undertake such mectings,
because the pronised inprovements have not occurred.
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Enar tun Manr Eranns in she

Urban Healen Raliversy &

Sz:ateny Provect

Ministry of Hnralth

Recpansihle %to:

1. Extend Alemara contract

2. Officially assign counter=
parts to Westinghouse
equipment specialist

3. Review plans/budget require-
nents to extend services and
training to the llorth and East
Zones

4. Conrlete action on Continu-
ation ECTCR hisiztance

5. Establigh procedures/schedule
for monthly Zoint Cairo/
Alexaruria meetings

6. Egtadblish and £ill inter-
nediate pos:tinn for non-
technical zugzport to the
Executive Project Director
on renpovat.on/conatruct:ion

7. Reorganize UHCSP Central
Of{fice -corstruction/renov~-
novation

8. Establish pracedures for bdasic
planning, tracking and managament
tools. Deteraine requirement/tining
for Eqgyptian and/or ex-
patriate pianner

9. Cooplete raviaew of MCH
equipnent requirements and
initiate procurenont

10. Hold first Catro/Alex
joint meating 1 Dec 82

11. MOH recertify the avail-
ability of full tine ataff

for Alex

11 Oct. B2

20 Oct. 82

28 Oct. 82

25 COct. B2

1 Nov. 82

1 Nov. B2

7 Nov. B2

1% Nov 82

20 Nov. 82

1 Dac. 82

72



14.

15.

16.
17.

18.

Reovganize LilCOP Cenzral
OUfice = Haalty Syaseny

Finaliza and hngin using track-
ing and managennens toals for UHDSP
office, including hiring of
planner ag naedud

Finalize implennntatinn plan,
ta%ing 1atn eansidaeration She
evaluaatien report findings espe=
cially in reference tn service
improvenments

Complete racessary initial
review of GUHC equipment
requiremonts; initiate out

of country procurenent for
those jtems that can be
identified before design work
conpleted

Begin three-weev Special
Evalu+tinn of the CSFM

Completé detailed action
plan for Alex

Develop plans Zor stat!
functions 4during zhe veno-
vation phase {n Alex

Best Availchle Document

3! Danc.

J1 Dec.

J1 Dec»

J} Dec.

11 Jan.

17 Jan.

82

82

82

8l

‘3L Jan 81
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Roqpansaihlae to;

1. Boglin DR2S {Engincering) dircct
involwement in renovat.on/construction
in coord:nation with UHDP 3taff

2. Send letter to UHD? to extend Alemzara contract

3. Forward letter to UHDSP requesting that all
external work on MCHs cease and rcequesting
legal back-up for this work and internal
work in privately owned buildings

!. Forward lettar to Alnx UHDSP requesting legal
documents for AID cert:fication that rencration
work can procecd unhinuered in lcased buildings (4)

5. Sand letter to Alex UIDSP Director
requesting comments on staffing
(lack of "full time,"™ and anticipated nacds

6. Forward Evaluation Report to the MOH

7. Baview and take necezsary action on
extending o2 tvlties o the lorth and
East Zones

8. Send lot.ur %o UHDSP on orqganization,
l‘QqUOﬁt ing ccowentad

9. Raview A'ex rozmenta and propare and
fozward PIL (f necessary atating AID's
position “hat rno s tavatlions Funda will
ba releascd unzil asiurances are receivad
recefivad that “full ti=e®, ataff is
available per P.A.

10. Review reorganization cormaents by UHDSP
and prepare PIL for inplenentation

DUE DATE

4 Oct 82

7 Oct 82

7 Oct. 82

10 Oct. 82

17 Oct 82

1 Nov. 82

7 Nov. 82

8 Nov 82

10 Nov. 82

23 Nov. O



ANNEX G

Koty for Toam Evaluatina the Center for Snnial and
Proventive Madicinn in Jagauary 1383, fron %ha
Septenber L0822 Snecial Evaluation Teanm

Tho C35'3 organzeoation and activities should be directed clearly
toward accarplishnent of tne stated objectives of the I5PM and those
of tho UHDP. Exanples of sone means of praaoting this include:

Active involvenent of MOH officials in the CSPM's planning,
managenent, and operations (including teaching). '

Active participation of Cairo University officials of the CSPM
in MOH facllity operations as on-site ucnsultants in medical
and technical areas.

Joint MOM/Cairo University appointnents for MOH and university
porsonnel involved in CSPM activiti:s.

Imnmediate actiona to asgure tnat the CSPM will be able to open
and inplement, with full Cairo University-MCH collaboration, a
full and appronriate crogran of training, sccvice, and (to a.

lesser vctont) rescarch activit.e..

Duva2loprent of tie SUHC at the CSPYM (a "model™ GUHC, as the
i z ” rce conatraints and
of tne 1GH auszt nperatu.

gnivarsity seel -

guidelines within

Sharing (%wo-way) of experience and i1nformation with other
related [.ogra=4, activities, and projects (e.g., SCU/FCM, DDC,
Apsiut HIN, e+ er AlD-supported nrojects, HIO, atc.).
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